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William Smellie.* 


By SAMUEL J. CAMERON, M.B., Ch.B., (Glasgow.) 
Obstetric Surgeon and Gynecologist, Glasgow Maternily and 

Women’s. Hospilals; Gynecologist, Western Infirmary, 

Glasgow, 
WHEN I sought an appropriate subject for a Presidential address, 
my first thought was to obtain the necessary material from my 
25 years’ experience as a gynzecologist and obstetrician. During 
my browsings in literary fields, | recollected having come across 
a statement by a flippant Frenchman, to the effect that one ought 
never to act on first impulses, as they are usually generous. | 
trust, however, that other and worthier motives have induced me 
to forsake the more familiar and concise ground of pathology and 
surgery for the nebulous domain of history. I think that we 
should ever be on guard against becoming too materialistic. 
Reverence for the abstract, while courting the concrete, is to be 
commended, but if we idolise the latter, and allow it to dominate 
our actions, life will assuredly lose its savour. Nothing can be 
more salutary than to abandon for a time the turbulent ocean of 
professional life with its flotsam and jetsam, and betake ourselves 
to some sheltered cove to muse on the benefits which have accrued 
to mankind, through the unselfish endeavours of our predecessors. 
He, who merely regards the practice of medicine as a commercial 
enterprise, will find at harvest time that he has gleaned ashes. 
Complete immunity to spiritual and mystical influences would 
be deplorable in a profession, where the ravages of ruthless nature 
are daily witnessed. 

A brief review of William Smellie’s life and work appealed 
to me, also, for the following reasons. From my boyhood I have 
been a constant visitor to the neighbourhood of Lanark, the town 
in which Smellie was born, where he practised and died. Lanark 
should have a special interest for Scotsmen, for it was there our 
national hero, William Wallace, lived for some time after his 
marriage. It was in Lanark, in the year 1297, that he slew the 
English Sheriff Heselrigg, and expelled the soldiery, an event 
which proved the beginning of the national struggle for inde- 
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pendence. Later in life I formed domestic and other ties in this 
district, and for some years I have been responsible, in a consult- 
ative capacity, to the Public Health Authorities of the County, 
for the treatment of serious obstetrical and gynecological cases 
occurring in this area. Many of the patients, therefore, come from 
the territory in which Smellie practised for nineteen years. It 
would have been remarkable if such an association had failed 
to influence me, and so you can readily understand my choice 
of subject. 

As far as can be ascertained, William Smellie was born in the 
town of Lanark in the year 1697. The date of his birth does not 
appear in the Lanark Register of Baptisms, but this is not sur- 
prising as such lists were kept in a haphazard fashion. This is, 
however, the date which is inscribed on his tombstone. His father 
resided in Lanark, and married a Miss Kennedy, who was related 
to the Kennedys of Auchtyfardle, a mansion-house which stands 
near the main road from Glasgow to Carlisle, just beyond Lesma- 
hagew. In all probability Smellie was an only child, and received 
his education at the Grammar School in Lanark. He never lost 
his affection for the district and the school, for quite early in his 
career he acquired a small property there, and in his will he 
directed that :— 


1, Dr. William Smellie, for the regard that I have for the 
School of Lanark, bequeath to the same all my Books, mapps 
and pamphlets, except those of Medicine, Surgery and Phar- 
macy for to begin a Liberary there. Also I bequeth Two 
Ifundred Pounds Sterling for repering the School House, 
according to a Plan I have left. (Sgd.) William Smettie. 
His passion for music may be realized from the circumstance 

that he bequeathed to the ‘‘School of Lanark 9 English Floots 
with the thick quarto gilt Musick Book.’’ His friends and 
relatives inherited other musical instruments and some volumes of 
music. 

Smellie desired that his medical books should be at the dis- 
posal of the medical practitioners of Lanark, so that they might 
consult them in the event of ‘‘extraordenar emergencys.”’ 

The only way of entering the profession at that time was by 
serving an apprenticeship with a medical practitioner. We cannot 
discover with whom Smellie studied, but probably it was with 
Dr. Gordon as he refers to Gordon as an ‘told acquaintance.” 
Gordon was a well-known practitioner in Glasgow, and it was 
with him that Tobias Smollett, served his apprenticeship. This 
circumstance would account for the friendship which formed 
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between Smellie and Smollett. For a long time nothing was 
known regarding the School of Medicine from which Smellie 
obtained his degree. Thus McClintock states in the edition of 
Smellie’s Treatise on Midwifery published by the new Sydenham 
Society. ‘‘Of his early life and medical education nothing is 
known, nor even where he obtained his medical degree.” In a 
footnote it is added: ‘‘The registers of the Universities of Edin- 
burgh, Glasgow, St. Andrews, Leyden, Utrecht, and Aberdeen 
have been examined with a negative result.”’. McClintock thought 
that Smellie might have obtained his degree at St. Andrews, as 
the register about this time is defective. All doubt on this matter 
has been dissipated by two of cur citizens, who were known to me 
personally. The late Dr. A. Duncan, who was for many years 
librarian of the Faculty of Physicians and Surgeons in Glasgow, 
while turning over the Faculty returns of the 18th century, 
unexpectedly discovered the entry of Smellie’s admission to the 
membership of the Faculty, as a surgeon. The date is 1733, 
several years after he had started practice in Lanark. Lanark 
was within the territorial jurisdiction of the Faculty, as defined by 
their Charter. At that time, town and country members of the 
Faculty had to subscribe to the ‘Quarter Accounts’’ which were 
allocated for charitable purposes. From the year of his admission 
to 1745, Smellie’s name does not appear in the annual list of 
contributors. As he removed to London in 1739 he was not under 
any obligation to pay the tax, but in 1745 he payed the eleven 
vear’s arrears, and continued his annual contribution up to 1749. 
The following entry occurs in that year ‘‘Dr. John Gordon paid to 
collector Four Pounds Scots due to the Faculty by Dr. William 
Smellie of London, for the current year, and the three succeeding 
years.” 

The late Innes Addison, who was Registrar at the University 
of Glasgow when | was a student, found that the degree of M.D. 
of that University was conferred on Smellie on February 18th, 
1745. It is interesting to observe that the note recording the 
conferring of the degree upon Smellie, was signed by William 
Leechman; he was an ancestor of the late Prof. Wm. Leishman 
who occupied the Regius Chair of Obstetrics in our University for 
many years. Smellie was twenty-three vears of age, when he 
began practice in Lanark about the vear 1720, anda few vears after- 
wards he married a Miss Borland, who survived him six vears. 
There was no issue of the union, For about nineteen years he 
carried on a large general practice from Lanark, which at that 
time was a small town of about 2,000 inhabitants. There was a 
large agricultural population in the district, and, although Smellie 
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had to undertake professional work of all descriptions, he kept 
an accurate record of his obstetrical cases from the outset, his bias 
towards obstetric practice being manifest from the start. As an 
instance of his ability to cope with serious emergencies in general 
surgery, | append a copy of a bill drawn by Smellie upon Mr. 
James Mair of Bankhead in the parish of Lesmahagow :— 


“Mr. James Mair pay to me or my order betwixt and Lambas 
nixt, at the house of Thomas Logan, Wryter in Lanark, the 
sume of Seven Pound sterling money, with twelve Pound Scots 
of penalty in case of faillie, being the agreed wages and fee for 
my pains in the amputation and Cure of your leg, performed 
by me in harvest last. Make thankfull payt. and oblidge your 
humble Servt. 
(sic subscribitur) Wil. Smellie. 
(Directed thus) To Mr. James Mair of Bankhead. 
(Accepted thus) Accepts June, 1723. 
(sic subscribitur). Ja. Mair. 


From a study of his notes we learn that he had patients as far 
west as Hamilton, while he also went to Biggar in the East. Now, 
the distance between these places is 26 miles, and all journeys 
had to be undertaken on horseback or on foot, as the roads were 
in miserable order. In addition the climatic conditions of the 
upper ward of Lanarkshire are extremely severe in winter; I have 
been forced to abandon my car in this territory during a snow 
storm and seek shelter in a shepherd’s house. Smellie would 
be exposed on many occasions to the fury of the elements and his 
remuneration must have been small, for the vast majority of the 
people were poor. Wages were low in this country until com- 
paratively recent times, and | know a farmer in the district, who 
started life as a herd-boy at 15/- a half-year. His grandfather, a 
stonebreaker in lesmahagow never received a higher wage than 
ten shillings a week. Thrift was then a characteristic of our race, 
and Smellie, despite his scanty remuneration, was able to buy 
property in Lanark before leaving for London. 

It is greatly to his credit that the hardships he endured in 
practice did not prevent him from carrying on his studies, for we 
know that he borrowed medical works from his distinguished 
friend Cullen, who was practising in Hamilton for some years, 
before Smellie left Lanark for London. Their friendship remained 
uninterrupted until Smellie’s death. Cullen, who was an excep- 
tionally gifted man, was born in Hamilton in 1710, where his 
father was factor to the Duke of Hamilton. The most brilliant 
of his articled pupils was William Hunter who entered into 
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partnership with him, part of the agreement being that, during 
each winter one of them should be responsible for the practice, 
while the other pursued his studies elsewhere. ‘The first winter 
was spent by Cullen in Edinburgh, where he was one of the 
originators of the Royal Medical Society. Hunter left during 
the next winter for London, but, like many more Scots before 
and since, he failed to return. Cullen magnanimously cancelled 
the partnership. At a later date Cullen settled in Glasgow and was 
appointed to the Chair of Medicine in the University. Four years 
afterwards he joined the staff of the University of Edinburgh, 
where he occupied the Chairs of Chemistry and Medicine. 

Some of you may know the anecdote of the old Scottish farmer 
who summoned his family round his death-bed, and, while com- 
municating to them the fact, that they would inherit very little 
on his decease, imparted to them a piece of advice, which would 
be invaluable to them, and that was, to ‘‘aye haud South.’’ Prob- 
ably Smellie was dominated more by a desire to acquire a greater 
knowledge of Obstetrics than to increase his modest fortune, 
when he left Lanark for London in the year 1739. On his arrival 
he was so disappointed at the chaotic state of his speciality there, 
that he soon proceeded to Paris to study under Grégoire. He 
did not form an exalted opinion of French teaching, so he very 
soon returned to London, and settled in Pall Mall. It was to 
Smellie’s house that Wm. Hunter came on leaving Hamilton in 
the year 1741 and doubtless he did so on the recommendation of 
Cullen, who was a mutual friend. 

Two years after his departure from Lanark, Smellie started 
teaching Obstetrics in London, where competent instruction was 
urgently required, as obstetrical practice was mainly carried on 
by women, profoundly ignorant of the subject. Immediate suc- 
cess attended his efforts, and a large number of students of both 
sexes came from all parts of Britain to his lectures and demon- 
strations. More commodious premises became necessary, and conse- 
quently, he removed first to Gerrard Street and later to Wardour 


Street. Being an excellent mechanic he designed ingenious models 
for use in the lecture room,and realizing that clinical experience 
was of the utmost importance in this branch of medicine, he insti- 
tuted a large obstetrical practice among the poor. 
value of this work dawned on the lay members of the community, 
with the result that the chief obstetric charities in London came 


Gradually the 


into existence. Even if he had accomplished nothing else in his 
career, the planting of these charitable germs which have blos- 
somed so luxuriantly since, should have earned him the perpetual 
gratitude of the citizens of London. 
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The fatigue involved must have been enormous, for, during 
the first ten years of practice in London, he, in the role of 
instructor, delivered 1,140 women. At the same time all his 
records were being carefully kept, as, indeed, they had been from 
the time he started practice in Lanark. The sequence is only 
interrupted in the year 1739, when he was devoting himself to 
further study in Paris and London. This practice of note taking 
he maintained for a period of almost 40 years. 

He was continually improving his models, and in his simple 
way in referring to his ‘“‘phantoms’’ and ‘‘dummies’’ he states : 
‘1 considered that there was a possibility of forming machines, 
which should so exactly imitate real women and children, as to 
exhibit to the learner, all the difficulties that happen in midwifery, 
and such | actually contrived, and made by dint of uncommon 
labour and application.”’ 

Despite his busy life, he found time for carpentry, and the 
study of music and painting. As far as I can ascertain, the only 
portrait of Smellie is that, which hangs in the hail of the Royal 
College of Surgeons in Edinburgh. It was painted by himself, 
and was presented by John Harvie, W.S., Edinburgh, the donor 
being a son of Dr. Harvie, who succeeded Smellie in London. 

It must not be supposed that Smellie’s success as a teacher 
continued without opposition. Hlere was a pioneer, who was out 
fearlessly to attack and demolish the fortress of ignorance and 
superstition, which had hitherto sheltered a band of ignorant 
women-practitioners. Pamphlets contributed by male and female 
scribes appeared, and to-day it is difficult for us to comprehend 
the mentality of the community, which could countenance such 
scurrilous attacks. The most bitter of his critics among the mid- 
wives, who now realized that the day of reckoning had arrived, 
was Mrs. Elizabeth Nikell of Hlaymarket. A wonderful contri- 
bution by this ironic female appeared in 1760, at a time when 
Smellie’s expert students were rapidly depriving the unskilled 
midwives of their practice. It was entitled, ‘“*A Treatise on the 
Art of Midwifery,’’ and in it, scathing reference is made to 
Smellie’s methods of instruction. She thus alludes to his 
phantom and dummy : ‘*This was a wooden statue, representing 
a woman with child, whose belly was of leather, in which a 
bladder full, perhaps, of small beer, represented the uterus. This 
bladder was stopped with a cork, to which was fastened a string 
of packthread to tap it occasionally, and demonstrate in a palpable 
manner the flowing of the red-coloured waters. In short, in the 
middle of the bladder was a wax doll, to which was given various 
positions. By this admirably ingenious piece of machinery were 


| 
gs 
whe 
aa 


William Smellie 527 


formed and started up an innumerable and formidable swarm ot 
midwives.” She cautions women against getting into the 
clutches of Smellie’s pupils, who have been trained at the feet of 
an artificial doll, and suggests to Smellie an improvement for his 
man-practitioner’s toilette. ‘*Upon these occasions | would advise 
for the younger ones a round ear cap,with pink and silver bridles, 
which would greatly soften anything too masculine in their 
appearance on a function, which is so thoroughly a feminine one. 
As to the older ones, a double clout pinned under their chin 
could not but give them the air of very venerable old women.” 

There is no doubt, however, that Smellie’s phantoms ana 
dummies were ingeniously contrived. The abdominal contents 
had a most realistic appearance, the os could be seen to dilate 
and contract, and the foetal head was so elastic that, while it 
moulded on pressure, it quickly regained its original shape. He 
realized the importance of the relative measurements of the pelvis 
and foetal head while his knowledge of the mechanism of labour 
was of infinite value to him in dealing with cases of malposition. 
Thus he resorted to manual rotation of the head in persistent 
occipito-posterior cases. You will remember the discussions, 
which took place some years ago, regarding the ‘‘new’’ method 
of treating this type of cranial malposition by employing forceps 
as the rotatory force. Let us observe what William Smellie, 
nearly 180 years previously had to say regarding this supposed 
Innovation. 

“When the forehead, instead of being towards the sacrum, 
is turned forwards to the os pubis, the woman must be laid in the 
same position as in the former one (on her back, with the breech 
beyond the edge of the bed), because here also the ears of the 
child are towards the sides of the pelvis, or a little diagonally 
situated, provided the forehead is towards one of the groins. The 
blades of the forceps being introduced along the ears, or as near 
them as possible, the head must be pushed up a little, and the 
forehead turned to one side of the pelvis; thus let it be brought 
along until the hindhead arrives at the lower part of the ischium, 
then the forehead must be turned backwards into the hollow of 
the sacrum, and even a quarter or more to the contrary side, in 
order to prevent the shoulders from hitching on the upper part 
of the os pubis or sacrum, so that they may be still towards the 
sides of the pelvis; then let the quarter turn be reversed, and the 
forehead being replaced in the hollow of the sacrum, the head 
may be extracted as above. In performing these difficult turns, 
let the head be pushed up, or pulled down, occasionally, as it 
meets with Jeast’ resistance.” An account of his discovery of 
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this method will be found in Volume 2 of his works, case 258. 
It was in 1745, that he was in attendance on a case in which the 
position was an R.O.P. Like innumerable practitioners who 
have followed, he attempted to deliver in the ordinary way, and 
found that the forceps always slipped. We all know how fre- 
cuently this event is the first indication to the young practitioner 
of malposition of the head. Baulked of success by this means, 
Smellie states, that he first thought of using the blunt hook, but, 
alter considering the matter for a few moments, he decided on the 
method described above. He states: ‘‘I luckily thought of trying 
to raise the head with the forceps, and turn the forehead to the 
left side of the brim of the pelvis, where it was widest, an ex- 
pedient which I immediately executed with greater ease than | 
expected. | then brought down the vertex to the right ischium, 
turned it below the pubes, and the forehead into the hollow ot 
the sacrum, and safely delivered the head by pulling it up from 
the perineum and over the pubes. This method succeeding so 
well, gave me great joy, and was the first hint, in consequence 
of which | deviated from the common method of pulling forcibly 
along, and fixing the forceps at random on the head. My eyes 
were now opened to a new field of improvement in the method of 
using the forceps at random in this position.’’ Smellie was un- 
questionably the originator of this method, the usual practice 
at that time for such cases being podalic version. 

Few men have equalled Smellie in the skilful use of forceps, 
an instrument which he greatly improved. Apart from the pelvic 
curve he fashioned the lock, which is now in almost universal use 
in obstetric forceps and he also gave minute directions as to its 
employment. Although Smellie was largely responsible for 
improving and popularising this instrument, a study of his notes 
indicates that forceps was unknown to him during the first 
thirteen years of his professional career. Meddlesome midwifery 
had no attractions for him, and his sagacious views on this subject 
are worthy of quotation, In writing to his old master, Dr. 
Gordon of Glasgow, he says, “I have laid it down as a maxim 
to myself, and to the gentlemen who attend my course, never to 
use any instrument or violence, but where it is absolutely neces- 
sary for the satety of the mother and child.’’ If this practice 
were rigidly adhered to the death rate among women and children 
would fall considerably. Again, Smellie, when communicating 
with Munroe of Edinburgh, stated: “TI have always studied to 
contrive the Instruments of Midwifery in the simplest manner, 
and to reduce them to as small a number as possible, and never 
to use any where the Delivery could be safely performed either 
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by the Woman’s Pains, or by the Accoucheur’s Hands.’’? The 
qualifications he considered necessary in doctor and nurse are 
equally commendable, Of the accoucheur he remarks, ‘‘He ought 
to take the best opportunities he can find of being well instructed. 
and of practising under a master, before he attempts to deliver 
by himself. In order to acquire a more perfect idea of the art, 
he ought to perform with his own hands upon proper machines, 
contrived to convey a just notion of all the difficulties to be met 
with in every kind of labour; by which means he will learn how 
to use the foreceps and crochets with more dexterity, be accus- 
tomed to the turning of children, and, consequently, be more 
capable of acquitting himself in troublesome cases that may 
happen to him, when he comes to practise among women. He 
should also embrace every occasion of being present at real 
labours. . . . . But, over and above the advantages of education, 
he ought to be endowed with a natural sagacity, resolution and 
prudence; together with that humanity, which adorns the owner 
and never fails of being agreeable to the distressed patient; in 
consequence of this virtue, he will assist the poor as well as the 
rich, behaving always with charity and compassion. He ought 
to act and speak with the utmost delicacy of decorum, and never 
violate the trust reposed in him, so as to harbour the least immoral 
or indecent design; but demean himself in all respects suitable 
to the dignity of his profession.”’ He considers that the nurse 
should be ‘‘a sensible woman, of middle age, able to bear fatigue ; 
. . . . She ought to be perfectly mistress of the art of examination 
in time of labour, together with all the different kinds of labour, 
whether natural or preternatural, and the methods of delivering the 
placenta; she ought to live in friendship with other women of the 
same profession, contending with them in nothing but knowledge, 
sobriety, diligence, and patience ; she ought to avoid all reflections 
upon men-practitioners, and when she finds herself at a loss, 
candidly have recourse to their assistance.”’ 

All honour to Smellie that, at a time when the nurses were 
vehemently maligning him, he besought the accoucheurs in their 
dealings with nurses, ‘‘to make allowance for the weakness of sex, 
and rectify what is amiss, without exposing her mistakes. This 
conduct will effectually conduce to the welfare of the patient, 
and operate as a silent rebuke upon the conviction of the midwife, 
who, finding herself treated so tenderly, will be more apt to call 
for necessary assistance on future occasions, and to consider the 
accoucheur as a man of honour, and a real friend.”’ 

In the year 1751, Smellie published his Treatise, but for many 
years previously he had been busily engaged in the compilation 
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of this work. This publication was based on thirty years’ ex- 
perience as an accoucheur, and ten years as a teacher, and he 
was fortunate in obtaining the assistance of Tobias Smollett in its 
preparation. This circumstance may partly account for the 
literary quality of its composition. After Smellie’s death, his 
widow was visited at Lanark by Smollett, who was in declining 
health. He died five years later at Leghorn. 

This work marks the beginning of a new outlook on the 
practice of obstetrics. It would not have been nearly so valuable, 
if it had not contained the ripe experience of a man who refusea 
to be hampered by the antiquated, and, in many instances, almosi 
superstitious views, which had been accepted by writers from their 
predecessors. Supported by the evidence contained in his care- 
fully recorded notes, Smellie could face the onslaught of his 
opponents fearlessly. Smash went all the medizeval superstition, 
which had hitherto stifled progress, and, with torch aloft, Smellie 
pointed out clearly the path which led to success. <A perusal of 
this work cannot fail to impress the reader with Smellie’s un- 
flagging industry towards the elucidation of facts. His obser- 
vations on the mechanism of labour, which were arrived at after 
long and unremitting efforts, were greatly in advance of any 
previous publication. Glaister does not err in describing 
Smellie’s work on the mechanism of parturition as being ‘‘the 
key-stone of scientific midwifery.’’ Smellie also understood many 
of the factors involved in accidental haemorrhage, placenta previa, 
and post-partum bleeding. The ill effects of perineal lacerations 
were recognized by him, and his practice was to suture all vaginal 
and perineal tears. Czesarean section was never performed by 
him during the life of the patient, but on three occasions he 
resorted to this operation, in an endeavour to save the child after 
maternal death. At the same time, it is worthy of note that he 
indicated the range of this operation, as well as the after-treat- 
ment of such cases. He does not mention the introduction of 
sutures into the uterine wound. 

Smellie’s success soon drew a broadside from his opponents, 
one of the chief being Burton of York, who is the original of Dr. 
Slop in Stern’s novel of Tristram Shandy. From an admirable 
beginning Burton’s critique degenerates into an analysis, which 
is both prejudiced and objectionable; but it must be remembered 
that such publications in those days were often characterized by 
a frankness, which now would be considered repulsive. Burton 
scores on only two points, in connexion with: 1. Smellie’s view 
on the distribution of muscle tissue in the uterus, and 2. his 
practice of encasing forceps with leather at each delivery. A great 


j i pod / 


William Smellie 531 


part of his diatribe deals with the superiority of his own forceps. 
Smellie was always conscious that polemical writing was not his 
forte, but his pupils were ever ready to arm in his defence. 
Burton was dealt with in a brochure entitled, ‘‘Reflections on 
Slow and Painful Labour’? by Giles Watt, M.D., and the pug- 
nacity of this writer may be judged from the following extracts. 
He says, ‘‘I was, indeed, naturally led to ‘imagine that some 
unpardonable affront had been given on Dr. Smellie’s side; but, 
as I knew him to be remarkably inoffensive, | could not fix on 
any one, that seemed probable. But alas! the perusal of the 
piece soon satisfied me in this particular. I there found that, 
with the Doctor it was, in Dr. Smellie, an unpardonable crime 
to have dared to write a better treatise than, and that without 
having taken due notice of, and paid due deference to his 
(Burton’s own)... . but I think ‘tis sufficiently plain, the grand 
occasion of it was no other than the above-mentioned, to wit, the 
most laudable one of envy.”’ He asks, ‘‘What may not the World 
reasonably expect from an author, actuated by such base not to 
say detestable principles ?”’ 


It is not generally known that Burton was an ardent Jacobite 
and for his devotion to the cause of Prince Charles Edward (our 
Southern friends would call him the Pretender) he languished 


for several months in prison. Later he entertained Flora Mac 
Donald at his house in York : 


Another venomous pamphleteer was William Douglas, who 
writes thus when comparing Smellie’s phantom and dummy with 
those in Paris, ‘‘Your boasted preference of his Machines to those 
of Paris, | think, has very little in it. There, Madam is a piece ot 
Basket-work covered with a kind of silk, in imitation of her skin, 
and appears in her Buff; here she has the addition of shoes, 
stockings, and the common apparel of women, but of what use 
are these to the Learner? The Pelvis of the French is of natural 
Bones, as well as his, and as to cuticle, ligaments, muscles, and 
contents of the abdomen, they are only fit to amuse midwives, 
and young Apothecaries, that don’t understand anything of 
Anatomy; but not worth the notice of an artist.’”’ He questions 
the Charity, Disinterestedness, and Beneficience of Smellie in 
attending poor women with his pupils and suggests that, by 
adopting this altruistic role, ‘“‘though without any real foundation, 
crafty men have often succeeded in their schemes, when all other 
Arts have proved ineffectual”’ Again one of Smellie’s friends 
took up the challenge, and in reply, while declaring his contempt 
for Douglas’ conduct, counsels him, ‘‘to fall upon some laudable 
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method of publishing his own existence, and raising himself from 
obscurity, than that of scandalizing his betters.” 

So Smellie’s genius and merit did not receive universal recog- 
nition but success often rests on flimsy foundations, and time 
generally elapses before the real value of an individual’s work can 
be estimated. Looking backwards, I see Smellie’s figure towering 
above all others, while Burton and Douglas occupy a very small 
niche in the gallery of celebrities. As the founder of the modern 
practice of obstetrics, this plain, blunt, and indefatigable Scot 
has left a memory, to be cherished by all interested in this special 
department of medicine. 

The arduous nature of Smellie’s existence deteriorated his 
health and consequently, about 1759, he relinquished his pratice, 
and returned to Lanark. He purchased a portion of land on the 
outskirts of the town, and adjacent to the ground which he had 
secured before leaving for London. This constituted the small 
estate of Smellom, which probably derived its name from the 
owner. Afterwards, the title was changed to Smyllum, and the 
property is now the settlement of a Roman Catholic Orphanage. 
Idleness was so foreign to Smellie’s nature, that he busied him- 
self in his retirement with the preparation of his third volume. In 
the preface of the second volume, he states ‘‘The other part was 
almost compleated, and, though I should not live to see it in print, 
will certainly appear to fulfil my scheme, and promise to the 
publick.’’? On completing his task, he sent the manuscript to 
Smollett, but, before the work was published Smellie died. On 
the fly-leaf of William Hunter’s copy of Smellie’s Treatise, there 
is the following note in Hunter’s handwriting :—‘'The author 
died of an Asthma and Lethargy at his House by Lanark in Scot- 
land in March 1763.’? He was buried close to the wall of St. 
Kentigern’s Kirk in Lanark. Thus ended the life of one who 
devoted his time, genius and energy towards the advancement of 
obstetrics. He revolutionized the teaching of this subject; he 
placed before the profession novel and accurate observations, and 
by educating pupils in a practical yet scientific manner, he des- 
patched among the populace a multitude of expert practitioners, 
who sallied from his schcol, untrammelled by superstitions and 
strange beliefs to exercise their art for the benefit of humanity. 

There appears to have been a slight disturbance of the friend- 
ship, which existed between Wm. Hunter and Smellie about the 
time of Smellie’s departure from London. The late Professor 
John Young of the University of Glasgow discovered two notes 
which bear on this matter. The first was sent to Dr. Clephane 
and the second, which is entitled, ‘‘A letter of Exculpation’’? was 
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addressed to Dr. Pitcairn by Smellie, after he had retired from 
practice. There is a note in William Hunter’s handwriting, which 
refers to the Clephane letter. It reads as follows :—‘‘This letter 
from Dr. Smellie was written to Dr. Clephane from Scotland, 
after Dr. Smellie left London. Before he went off, Dr. Hunter 
heard that he complained of him, and Dr. Hunter, knowing that 
it was without reason, wrote to him to beg and insist upon a 
meeting at the British Coffee-House with their common friends, 
Drs. Clephane and Pitcairn before he went off. This was the 
occasion of the letter, for he went away without giving that satis- 
faction. Dr. Clephane gave me the letter.’’ In the letter to 
‘Nephane, Smellie remarks, ‘‘This way, I thought safer, after 
retiring to the gloomy regions, than to have mett in the British 
Coffee-House Dr. H’s. glib tongue.’’ Smellie exhibited discretion 
in avoiding a crossing of swords with dapper, little Wm. Hunter. 
The latter, with his brilliant intellect and wonderful gift of ex- 
pression, would have triumphed over his unsophisticated adver- 
sary. The cause of Smellie’s dissatisfaction is obscure, and we 
cannot find in Hunter’s publications any item to which Smellie 
could take exception. 

The ‘‘Letter of Exculpation,’’ addressed by Smellie to Pit- 
cairn, and with a recital of which | close, is a unique document 
of self-analysis ; it portrays the man exactly. In it, Smellie invites 
Pitcairn to become his literary executor, and explains that he 
bases this letter on that written by Locke, on the character of 
Dr. Edward Pocock. The letter is written in two parts, the first 
giving a description of his character and work, the second declar- 
ing his motives. 

‘*t. The works he published, shew him a man of learning and 
experience in practice, his acknouledged care and sympathy to all 
his patients, of every denomination, sheued his virteous inclin- 
ations. 

2. His excellent disposition and qulefications was so hid by 
an unafected modesty and selfdenyal, that they were not fully 
knoun but to his intimate acquaintances, who could distinguish 
his disinterested behaviour both in his public and private life. 

3. When not ingaged in business his great pleasure was home, 
improving his mind by reading the best authors, both in his oun 
profession and other gentile an usefull branches of learning : his 
other amusements by way of relaxation, was designes in drauing 
and musick; but no more than what was fitt for a gentleman to 
know, and he used to jock those who spent too much time in these 
recreations, by axing if they were not ashamed to perform so well. 

4. He was mild in conversation, spoke little, but when he did 
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it was always to the purpose; his modesty was so great, that he 
would frequently hear others and sit as a larner in disputes on his 
oun profession, and not interup, even although he was more 
master of the subject, reather than shew his superiority. 

Though he was not forward or ashuming in discourse, he was 
not morose, but frank and open, and would sometimes when 
occation offered, speek well on other subjects, as well as on these 
where he excelled. 

His shunning to meddle in other peoples affairs, or enter into 
debates, consiled his merit: but | knew of non more qualefied to 
judge in matters of controversy, or more capable to give better 
advice. 

Arts of superiority and selfconceit, practised frequently by 
others, were what he dislik’d and alwayes shunned. 

He never entered into disputes in company, but rather gave his 
opinion in a mild and friendly manner, and when invideous 
reports were spred of him abrod by the worthless, he neglected 
taking any notice, but those of character he reproved in private. 

He gained respect and business by real merits, and never used 
flattery or other arts to gain patients, and when others success 
was mentioned on these methods, he commonly waved the dis- 
course, and only said he had enough, and what he thought might 
even satisfie any unresonable man. 

In his way of living he was temporate, free from show or 
ostentation, kind and beneficent: he had many friends; but was 
only intimate with a few select ones, with whom he sometimes 
though rarely would take a chereful glass. He was a social 
Husband and a kind Master, his servants staved long, and many 
were married from the family: when any thing was amiss he 
used to tell them in a jocose manner that there mistress and he. 
would punish them by making them unfitt for any other service. 

When he had by honnest industry got a moderate com- 
petancey, he retired from business to Scotland his native country, 
to imploy the remender of his time, in revising his works and 
to finish the second volume of cases, that he had promised to the 
Publick. 

Ife left his business and aparatus for teaching of midwifery to 
one that had been long in his house without any gratuity. 

On this opposite page | likewayse send what IT really think 
your friend if alive, would have wrote as an honest reasons for 
all his actions and way of life, that appeared so amiable to his 
friends, and take no more to himself than was his own. 

1. As to his learning that was his industry in his riper vears, 
for he was very idle and dull at school, was taken more up with 
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carving and painting than his books: as to his works, on intention 


was good, but the principal was to acquair the name of a learned 
author. 


He must have been dull indeed, if a long course of practice, 
accompanied with blunders as well as success did not give ex- 
perience: as to his care and simpathy to rich and poor, this 
procured him patients and money, else he could never have made 
a fortune to retire, not indeed enough for this place; but sufficient 
for his poor country. 


2. | oun his modest disposition, denayal and disinterested 
behaviour, seemed natural to him; but these proceeded from great 
caution, and a pride in supporting that character. 


As to the third, what is said there I know to be true; but as he 
had little time he could not improve much; besides I have heard 
him say that his memory often cramp his judgement; and al- 
though he had a good memory for visible objects, yet it was 
deficient in other affairs. 

The above confession will clear up most of the foluing in- 
comiums, for having a bad memory, his ideas and reflections 
came in so slow, that he could not reddely find materials to keep 
up conversation or argument with any tollerable quickness and in 
this case it shued his wisdom to be silent. 

It is rare that wisdom and memory are joined in a great degree 
in any one person. 

Fools have frequently great memorys and are continually 
chattering. A middle degree of both make sober, able good 
speekers. Good sence with little memory produces taciturnity, 
Those who are possessed of both in an eminent manner excell 
every way. 

It was no wonder that he spoke well on his own profession, 
considering that he had repeated the same things several hundred 
times in his Lectures; but being contious of this defect in other 
things, which prevented his reddy expression, he shuned publick 
companies, and exposing a naturall failing he could not help. 

From this it seems reasonable to suppose that the different 
characters of mankind proceed mostly from memory and judge- 
ment combined in inumerable wayes, and these perhaps originally, 
from the various forms and modulations of the bodies of different 
men, and still altered more in some degrees by the different kinds 
of education. 


Every person has two sides or appearances, there good 
qualities are too much exagragate by friends, and there falts on the 
reverse side by there enemies, when commonly a medium is 
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nearest the trouth, for the worst of men have something good and 
the best have there failings. 

You see by this, thinking to join many of the sentances of the 
incomiums, | have fairly turned philosopher. 

His living, his business, and aparatus without any gratuity ; 
this in trouth was no less than giving a fortune to his nice, who 
is married to that Gentleman, to inable him to support his family 
and supply your friends defficiency of children, and indeed if 
they go one as they have begun, will in time be numerous and 
perhaps useful to society.” 

Smollett’s guiding hand is obviously absent in this contri- 
bution. 

From a perusal of this document, we realise that Smellie was 
acutely conscious of his own limitations. It would be a fortunate 
thing for mankind if more of us were similarly endowed. 

He was well aware that his chief merit was his industry, but, 
nevertheless, it is praiseworthy that his constant exertions and 
sound common sense accomplished so much, 

Those of you, who desire additional information regarding this 
remarkable man, should consult Glaister’s excellent volume, 
entitled ‘‘The life of William Smellie.”’ 
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Serum Protein in Nausea and Vomiting of Pregnancy. 


By Vicror JoHN Harpina, D.Sc. (Vict.), F.R.S. (Can.), 
and 
H. B. Van Wyck, B.A., M.D. (Tor.). 
From the Department of Pathological Chemistry, University of 
Toronto and the Metabolism Ward, Burnside Maternity Wing, 
Toronto General Hospital, Toronto, Canada. 


SOME time ago in this Journal Harding and Drew! published 
a series of blood analyses showing the presence of an increased 
amount of uric acid in vomiting of pregnancy especially in the 
more severe cases. On recovery the uric acid values returned 
to normal. The interpretation placed on this finding, natural 
enough at the time, was that dehydration had temporarily 
impaired the function of the kidney to such an extent that it had 
retained a portion of the uric acid in the blood. The mild albumin- 
uria often seen in the more severe cases of vomiting of pregnancy 
agreed with this conclusion. Such a solution is perhaps only 
partially correct. Shortly afterwards Lennox? reported the presence 
of an increased blood uric acid in simple starvation in normal 
subjects, and almost simultaneously, Harding, Allin, Eagles and 
Van Wyck? showed that ketonuria-producing diets caused similar 
rises in the uric acid of the blood. The high blood uric acids found 
in vomiting of pregnancy might thus be referred to the ketonuria 
rather than the dehydration. 

The plasma or serum proteins in other conditions have been 
used as an index of the state of blood hydration. Together with 
an estimation of blood volume they give information on the flow 
of fluid to and fro in the tissues, in shock and other clinical con- 
ditions. In many acute experimental conditions the plasma or 
serum proteins reflect the loss or gain of water to the body brought 
about by external agencies. As examples one may mention the 
dehydration brought about by magnesium sulphate> and_ the 
hydremia of water intoxication.® Plass and Bogert’ have used 
their amount to determine the hydremia of normal pregnancy. 

In the present paper we give data on the serum protein values 
in vomiting of pregnancy. The serum proteins were determined 


* The authors wish to express their indebtedness to the Medical Research 
Committee of the University of Toronto for a grant enabling them to carry 
out this work. 
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refractometrically, using the conversion table of Reiss. The 
value of plasma protein is given as 6.6 to 6.9 by Plass and 
Bogert for the first three months of pregnancy. Serum 
protein values are usually a little higher, owing to the change in 
cell volume taking place on coagulation. In Table I are shown the 
values for a series of pernicious vomiting of pregnancy on recovery, 
just before discharge from the hospital. The average value is 
6.82 per cent varying from 7.63 to 6.16 per cent. 

Table Il shows the serum protein values of a number of cases 
of vomiting of pregnancy on admission to hospital. In both tables 
the figures are arranged in columns representing differences of 
one fer cent. It is easy to see by a comparison of the two tables that, 
in general, the serum proteins are concentrated in the vomiting 
cases. The figures are, however, scattered over a wide range, many 
subjects showing normal values. Indeed, in many of these cases 
the symptoms were slight, and disappeared, with rest in bed, and 
isolation. In such cases it was not necessary to resort to the use 
of “intravenous glucose,’’ and such cases might be classified as 
mild neurotic cases. Mild symptoms and normal serum protein 
values, however, are not necessarily associated. Cases with symp- 
toms equally slight and recovering equally quickly may be found 
to possess a raised serum protein value. A strict search of some 
of these, however, might reveal a mild degree of dehydration. 
Some of them complained of thirst, the lips were perhaps a little 
dry and cracked and close questioning sometimes elicited the fact 
that the skin was not perspiring as normally as might be expected. 
The skin, though, was never dry or harsh. In every case our 
routine procedure of giving large quantities of fluid by mouth 
would overcome any such slight dehydration. 

The general evidence thus shows an increased concentration 
of serum protein in vomiting of pregnancy but before ascribing 
it to the mild dehydration, we must enquire whether or not ketosis 
plays any part in the phenomenon. To have a complete control 
we should know the serum protein values in a series of starvation 
cases in early pregnancy. ‘This series we do not possess. During 
a study of the general problem of ketosis in pregnancy,® however, 
this laboratory has observed, at different times, the serum protein 
values of a series of women, at differing stages of pregnancy 
(usually past the sixth month) when placed on diets sufficiently 
high in fat to produce marked degrees of ketonuria. The majority 
of these women were normal but a few of the series were mild 
albuminuria cases. The collected figures are shown in Table IIT. 
The upper half of the table gives the serum protein values at the 
commencement of the high fat diet : the lower half gives the highest 
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serum protein value observed during the experimental period 
which lasted from four to fourteen days. In general, there is an 
increased serum protein during the ketosis period, and in many 
of these experiments the ketonuria was considerable. The differ- 
ence between the halves of Table II] is, however, by no means es 
marked as the difference between Table I and Table II. We thus 
think it right to conclude that the general high level of the serum 
proteins as shown in Table II indicates concentration presumably 
brought about by loss of fluid consequent to the vomiting. 

While we have stated that many cases showing normal or raised 
serum protein values in vomiting of pregnancy were mild in degree 
and treated by rest in bed with fluids by mouth, we do not wish 
it to be inferred that all were so. Some were much more seriously 
ill when judged clinically, and were given one or more intravenous 
injections of glucose solution. The state of the serum protein then, 
although in general it may provide evidence of dehydration in mild 
cases of vomiting of pregnancy in which dehydration is not sus- 
pected, is not an infallible index of the gravity of the patient's 
condition. 

The three most seriously sick patients on admission possessed 
serum protein values of 7.52, 6.23 and 6.18 per cent, values at the 
low end of the scale and not at the high. While it does not follow 
that all patients showing on admission, high values for serum 
proteins, are necessarily easy cases for treatment, nevertheless the 
preponderance of cases showing such values have proven to be so, 
and have given rise to the conclusion in our minds that a high 
serum protein on admission is a good prognostic sign. Conversely, 
a low serum protein value, coupled with a history of vomiting of 
some weeks duration, and with clinical signs of dehydration means 
a case of serious gravity. 

Our interpretation follows from the course of dehydration 
as observed by Keith 1 and Gurber! in experimental animals, 
and in children during intestinal intoxication by Lust! and 
Utheim.8 In vomiting of pregnancy, the partial or complete 
abstention from food, coupled with the loss of fluid by vomiting 
cause an acute anhydremia. The concentration of the serum pre- 
teins rises. If at this stage fluids are freely supplied by the use of 
glucose in saline either intravenously, or rectally or by hypodermo- 
clysis, the blood concentration is restored to normal. If isolation 
and rest in bed are sufficient to check the neurotic element present 
in these patients, then fluids by mouth are all that is necessary. 

If, however, the acute dehydration is allowed to go unchecked, 
destruction of the serum proteins takes place. The value falls to 
nearer normal, or it may even become subnormal. In these cases, 
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simple replacement of lost fluid will not suffice. There must also 
be a regeneration of serum protein before complete recovery is 
possible. In these cases may perhaps be seen the therapeutic value 
of larger amounts of glucose in saving N loss to the body and 
thus aiding protein regeneration. In extreme cases the employment 
of transfusion would be the logically indicated treatment, a treat- 
ment noted by Bissel.!* In such cases of anhydremia as observed 
in children, recovery is slow. Dieckmann and Crossen!> observed 
low values for plasma proteins in the majority of their cases. The 
difference between their results and ours is probably due to the 
stage of dehydration at which the observations were made. 

That the serum protein values in vomiting of pregnancy can 
fall to a subnormal amount is shown in Table IV. Five of the 
cases showed a high initial value, finally recovered under treat- 
ment and gave normal figures on discharge. Some of the inter- 
mediate values, however, are distinctly lower than the final values. 
We take it that dehydration and serum protein destruction were 
proceeding together, the latter at a rapid rate. The evidence of 
this latter is seen in the low value when the anhydremia is over- 
come. The rise to the final figures represents the regeneration of 
the proteins. The clinical course of such patients, though the 
outcome is satisfactory, is not as rapid as the majority of our 


patients showing high serum protein values on admission. They 
are subject to relapses, and may require special feeding. It is the 
presence of a few patients of this type in our series, that makes us 
chary of stating too definitely that a high serum protein value on 
admission to hospital for the treatment of pernicious vomiting of 
pregnancy is invariably a good prognostic sign, 


SUMMARY. 

Values for serum protein in vomiting of pregnancy are given, 

The majority of cases show an increased percentage indicating 
dehydration. 

In general the occurrence of a high serum protein value is 
a good prognostic sign, 

A few cases showing high serum protein values on admission 
to hospital have shown a long recovery period. 

Low values for serum protein in vomiting of pregnancy are of 
grave import. 
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TABLE I. 
Showing the range of Scrum protein in 27 cases of vomiting 
of pregnancy on recovery. 


g.0-10.0 8.0-8.99 7.0-7.99 6.0-6.99 


per cent. per cent. per cent. per cent. 

7-63 6.79 
7.52 6.78 
7-48 6.77 
7-42 6.77 
7-35 6.77 
7.26 6.70 
7.24 6.66 
7-24 6.59 
7.20 6.55 
711 6.55 
7.00 6.55 

6.54 

0.34 

6.20 

6.19 

6.16 
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TaBLe II, 
Showing range of serum protein in 55 cases of vomiting of 
pregnancy on admission. 


g.0-10.0 8.0-8.99 7.0-7.99 6.0-6.99 


per cent. per cent. per cent. per cent. 

g.go 8.68 6.98 
9.87 8.50 6.98 
9.70 8.49 re 6.77 
g.66 8.49 7.59 6.59 
9.66 8.49 7.8 6.54 
9-45 8.33 7.8 6.34 
9.41 S85 6.23 
9.35 8.31 S 6.18 
9.25 8.26 
9.14 8.16 
8.06 

8.06 
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7.63 
7.63 
7-52 
7-32 
7-31 
7.30 
7.23 
7-15 
7-09 
7.08 
7-03 
7.02 
a No. 11 12 25 8 
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TABLE III. 


Showing the percentage of serum protein on ketonuria producing 
diets in pregnancy. 


g.0-10.0 8.0-8.99 7.0-7.99 6.0-6.99 


per cent. per cent. per cent. per cent. 


A. Initial Value. 
8.15 7.63 
7-42 


B. Highest Observed Value in Ketosis. 


8.49 
8.25 
8.19 
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TABLE IV. 
Showing the values of serum protein in vomiting of pregnancy 
during treatment. 


Serum Protein per cent. 


Initial. Intermediate. 


| 


8.49 
9-35 
8.06 
9.66 
8.06 
7-03 
7-93 


“J 


ARAN 

+> 

BEAN 


> 

Cn 


6.96 
6.85 
6.72 
6.01 
6.55 
6.51 
6.49 
6.41 
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On Uterine Casts. 


By J. Preston Maxwe i, M.D. (Lond.), F.R.C.S. (Eng.) 


Professor of Obstetrics and Gynecology, Peking Union Medical 
College. 


THERE has been much discussion from time to time as to the occur- 
icnce and nature of uterine casts. Fairbairn! states that he has no 
experience of uterine casts in cases of membranous dysmenorrhea, 
but while uncommon, they undoubtedly occur. 

There is no doubt about the menstrual discharge containing 
blood, mucus and leucocytes. It also contains cells from various 
parts of the genital tract, but as a rule the epithelial loss suffered 
by the endometrium is slight, and any serious lossof tissue is rare. 

In a number of cases, however, the superficial layer of the 
mucosa may be cast off, sometimes in its entirety, constituting a 
uterine cast. 

Casts of the uterus are of four kinds :—— 

(a) Casts the result of an early abortion. 

(b) Casts associated with ectopic pregnancy. 

(c) Casts associated with menstruation. 

(d) Casts the genesis of which is a matter of doubt. 

And it must be frankly conceded that, from the gross appearance, 
it is impossible to be certain to which class a cast belongs, though a 
fairly accurate guess may be made in the majority of instances. 


(a) Casts the resulls of an early abortion. 

In the majority of such casts there is no difficulty in settling 
their nature, for chorionic villi are easily found, and an inspection 
of the interior of the cast will frequently settle the matter without 
microscopic examination, though it is always well to confirm the 
diagnosis in this way. 

But the difficulty occasionally met as to their exact nature, 
raises the question whether, in some of the doubtful casts of which 
I shall presently speak, there is a possibility of the ovum having 
become detached and fallen out, the stimulus of its previous 
presence having been such as to cause the further limited develop- 
ment of a decidual cast. 

One thing is abundantly clear, namely, that Courts of Law are 
right in refusing to accept the microscopic evidence of a decidua 
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alone in any case as proof of pregnancy, and in demanding 
the evidence of the presence of chorionic villi. 

These rare cases make it very difficult to be dogmatic as to 
pregnancy in the case of a woman who when living with her hus- 
band normally, passes a cast; or to make a statement that a cast 
of considerable size cannot be produced except in the presence 
of an extrauterine pregnancy. 


(b) Casts associated with an ectopic pregnancy. 

These casts are well known and have been carefully studied by 
many observers, but I do not think it is sufficiently clearly stated 
that the size of these casts may vary enormously, and that some of 
them, without careful microscopical examination, would un- 
doubtedly be taken for fleshy moles. 

Here is such a case :— 

A Chinese woman, aet 31, married, (Hosp. No. 18800) was 
admitted to the Peking Union Medical College Hospital on 
December 6th, 1927 with the following history : 

She had had abdominal pain for a month, the severity having 
increased shortly before admission and being mostly localized in the 
right lower quadrant. There had been some nausea and vomiting 
after food. She had had three pregnancies, all the children being 
alive and well. After the last confinement (June 1926) she had a 
menstrual period in February, 1927. She had another period on 
August ist, 1927, and a third on October 2oth, 1927 which lasted 
for about a month and was profuse. At the beginning of this 
period she had an attack of moderately severe abdominal pain 
in the right lower quadrant. There were sweating and vomiting. 
The pain lasted two hours. These attacks have come on, since 
their onset began, about once or twice a week. 

On December ist she had another attack of pain and bleeding 
recommenced and has continued since. 


Per Vaginam. The uterus was pushed over to the left by an 
indefinite mass on the right, but it was difficult to distinguish where 
the uterus ended and the mass began. The cervix was somewhat 
softened and patulous. There was not any tenderness on moving 
the uterus, but the mass was tender as a whole. Our diagnosis was 
either an ectopic gestation on the right side, or an incomplete 
abortion with salpingitis. 

On December oth the patient passed a large mass which looked 
like a fleshy mole and operation was postponed. As the pain did 
not cease and there was still a distinct tender mass on the right, Dr. 
Eastman operated on December 13th and found a right ectopic 
gestation ruptured into the broad ligament without any great 
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extravasation of blood into the abdomen. This was removed and 
the patient made a rapid and complete recovery. 

During her stay in hospital the temperature fluctuated between 
37-7 C. and normal. The pulse-rate averaged about 85-90. The 
blood count showed white blood corpuscles 8,250, red blood cor- 
puscles 3,750,000. Hemoglobin about 58 per cent. Urine normal. 
Differential count, polymorphs 74 per cent, lymphocytes 19 per 
cent, large monuclears 5 per cent, basophile 1 per cent. 

The pathological report on the specimen is as follows :— 
(Illustrations 1 and 2). Size of cast; 7.5 x4 cm. x 2-4mm., 

‘Section of the spindle shaped tissue shows decidual tissue in 
which large and small areas. of hamorrhage and _ necrosis infil- 
tration by lymphocytes, plasma cells and polymorphonuclear 
leucocytes.’’ No chorionic villi were found on repeated sections 
from various parts. In our experience this cast is quite unusual. 
In the majority of ectopic gestations the cast is much thinner and 
smaller. The third illustration shows an extrauterine cast of the 
ordinary size and thickness passed by another patient just before 
operation. 

(c) Casts associated with menstruation. 

Membranous dysmenorrhoea was first described by Morgagni 
in 1779, and the name was given to it by Oldham in 1849. The 
membrane may be passed on the first day of the flow, but more 
often it is on the second or third day. There are severe cramp-like 
pains before it is passed. These are intermittent and like minia- 
ture labour pains. After the passage of the membrane, the flow 
gets more profuse and the pain ceases. Menstruation as a rule 
is regular, and some patients will suffer for a month or two, and 
then perhaps have a month or two free and then suffer again. 
Some patients seem to be in perfect health but, as a rule, the general 
health is below par. The etiology is little understood. Two well 
marked cases have come under my care, the menfbrane being 
discharged in the shape of a cast. 

Mrs. Ma Tsung Liang (O.P.D. No. 128952) aet 32, Chinese, 
came to hospital on May 8th, 1928. On May 6th she had a normal 
menstrual period. She at first noticed some whitish discharge 
followed by a pinkish discharge, then the usual menstrual pains in 
the lower abdomen, and some dull aching pain in the lumbar 
region. She then passed the cast in two pieces and the pain was 
relieved. She has been passing similar material on the first day 
of the menstrual period for the last ten years on and off; and this 
year she has passed it as a single piece or as two pieces. Her 
menstrual history is as follows :— 

The periods began at the age of 16, with a 28 days cycle and 
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lasting seven days. They were regular, with some small clots. 
Two months after marriage she had continuous vaginal bleeding 
for three months, and then she began to pass these casts. There 
have not been any missed periods or pregnancies. The last monthly 
period began on April 5th. The May period began on the 6th 
with her usual interval of 30-31 days, and this is the report of the 
Pathological Department on the cast. (Illustrations 4 and 5). 

Gross Examination : 

‘*The specimen consists of a piece of tissue, triangular in shape, 
measuring 5.5 x3x.3 cm. (This was one half of the cast). One 
surface is smooth, glistening and dark red in colour, showing 
several small crypts. The other surface is rough, greyish white 
in colour and spongy in structure. The consistence is slight and 
soft. On section the cut surface is greyish white and brownish in 
colour.”’ 

Microscopic Examination: 

‘*The section shows uterine mucosa. Some of the glands are not 
remarkable. But the superticial ones are dilated-and the cells are 
more degenerated. The stroma is oedematous, and is in a few places 
hemorrhagic, and diffusely infiltrated with large numbers of leu- 
‘cocytes. The normal spindle cells of the stroma have changed 
into rounded or polyhedral cells with deeply staining nuclei and 
rather basophilic cytoplasm.”’ 

Diagnosis: Menstrual endometrium. 

A second case is as follows :— 

A young Chinese woman, aet 20, unmarried, a student, began 
to menstruate between 12 and 13 years of age. As a rule she went 
over the usual 28 days, and was inclined to be a little irregular. 
She had passed similar casts before. There is little pain before 
the casts are passed, and on this occasion she was a few days over 
the proper time. She was taking no medicine, and the procedure 
did not seem to affect her general health, which is normal. The 
cast when passed was complete, triangular in shape, measuring 
3-5 cm. long by 2 cm. broad by .4 em. thick, double, the two halves 
being loosely attached to one another, fleshy in appearance, some- 
what shaggy on the outer surface, and smooth on the inner surface. 
(Illustrations 6 and 7). 

The report of the Pathological Department is as tollaws :— 

“The endometrial glands have entirely disappeared. There 
are numerous spaces. still left, the size of glands but if 
they represent the glands, the glandular epithelium must have 
degenerated. The cells of the stroma are, however, still fairly well 
preserved. These cells have rounded up considerably, and are also 
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undergoing degenerative change as is evidenced by their pinkish 
cytoplasm and deep pyknotic nuclei. Numerous leucocytes and 
strands of fibrin are among these cells.”’ 

Speaking generally, there are two main theories about the 
formation of these menstrual casts :— 


(a) That they are the result of an inflammatory process. This 
may be a general one such as tuberculosis or syphilis, or a local 
one such as chronic metritis, fibromyoma or ovarian disease. 

(b) That they are the result of the exaggeration of a normal 
process. 

Hitschmann and Adler’? have shown that in the premenstrual 
endometrium, as in young decidua, two definite layers can be 
demonstrated. The superficial or compact layer is comparatively 
poor in gland lumina. It contains much stroma, and frequently 
the stroma cells at the time of menstruation show a mild decidual 
reaction. The deep or spongy layer is much richer in gland 
elements and contains less stroma. They believe that it is normal 
for there to be considerable loss of uterine mucosa, and that in the 
marked cases there is a complete separation of the superficial from 
the compact layer with the formation of a complete uterine cast. 
When the process is less complete larger or smaller fragments 
will be cast off. 

They believe that these membranes are detached by unusually 
severe uterine contractions due to cervical obstruction by blood 
clot. The difficulty in accepting this view is that cervical 
dilatation does not, as a rule, bring about a cure. Another sug- 
gestion which has been brought forward is the possibility of 
excessive submucous hemorrhage dissecting up the cast which 
then breaks away. 

As to the description of these casts, | quote from Novak® :— 

‘*\ perfect menstrual cast of course possesses the shape of the 
uterine cavity. It presents three openings, two corresponding to 
the uterine ostia of the Fallopian tubes, and one corresponding to 
the internal os. Its internal surface is smooth, while externally 
it is irregular and perhaps quite shaggy. Its walls are usually 
thin and often translucent. In other cases, however, the walls are 
much thicker. Usually the membrane is more or less rolled up 
when it is discharged, so that its characteristic shape is not readily 
apparent. By floating it in water, however, its character and shape 
are revealed. Much more frequently the membrane is passed, not 
as a complete cast, but in the form of fragments of variable size 
and shape. Often they are rather flake-like in appearance, and a 
number may be passed at one time.” 

Bell’ divides membranes of this type into two varieties, the thick 


ig 
é 
= 
| 
ie 


On Uterine Casts 549 


and the thin. There seems to be no advantage in dividing them 
up in this way. These membranes are rarely rich in glandular 
elements. The glands are few and moderately convoluted. 

The most conspicuous histological element in all these cases is 
the stroma, the stroma cells being usually dense and over-grown, 
though there be a certain amount of oedema present. 

In some cases there is a distinct decidua-like appearance, though 
this is very variable. If marked it may suggest pregnancy, 
though in these cases the decidua like appearance is very patchy. 


(d) Casts whose genesis is doubtful. 

Two very instructive cases have been reported by Griffith’ and 
Dakin.’ In the first of these cases a married woman of 25 who 
had had three and a half months amenorrhcea came to hospital 
complaining of a brownish discharge and inability to pass her 
urine. No cause was discovered for this, but a large cast was 
removed from the vagina. She had had some morning sickness 
and the breasts were said to be enlarging. The cast was a thick 
one, two and a half inches in length by two inches in breadth and 
very thick. It was rough on the outer side and consisted of decidua 
She was explored on the possibility of its being a case of unruptured 
ectopic gestation and nothing abnormal was found. As a rule, an 
endometrial cast is very thin, translucent and when complete 
measures about one to one and a half inches in length and width. 
The decidua from one horn of a double uterus is nearly cylindrical - 
and pencil shaped instead of triangular. This case can be ex- 
plained as one in which there was an ovum which has stimulated 
the formation of the decidua, but failed to attach itself and passed 
away without leaving evidence of its presence. 

In the second case a woman of 27, married, and in good health, 
had a normal period on May 17th and began to have a little 
brownish discharge on June 27th. On June 3oth she passed the 
cast. There was a good deal of abdominal pain in dull paroxysms 
for 14 days before the passage of the cast. This was about 3} 
inches long by 12 inches wide and 7 of an inch thick. Micro- 
scopically it was decidual in character. The abdomen was opened 
and a small thin walled cyst was found springing from the region 
of the hilum of the ovary. This cyst had the microscopic characters 
of a cystic corpus luteum. 


Here in this case again there is considerable doubt as to the 
causation of the cast, but the cystic corpus luteum would make the 
diagnosis of a true pregnancy more likely. To these two, | now 
add another case of the same nature : 


A Chinese woman, aet 39, a widow for to years (Hospital No. 
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18727), was admitted to the Peking Union Medical College Hos- 
pital on November 29th, 1927, complaining of bleeding and abdo- 
minal pain fora month. She had had four full time pregnancies, 
the last one 17 years ago. Some seven years ago she had a 
profuse hemorrhage with passage of masses of clot and abdominal 
pain at the time of a menstrual period. About a month ago the 
patient began to suffer from gastric distress and vaginal bleeding. 
The abdominal pain was general, mostly in the upper half, and 
when the pain was severe she had nausea and vomiting. 

Her blood count was 35 per cent haemoglobin, white blood cor- 
puscles 9,300, red blood corpuscles 2,048,000 and 81 per cent 
polymorphonuclears. She had a continuous low fever mostly 
between 37.5 and 38°C. 


Per Vaginam. With the exception of slight enlargement of the 
uterine body, not more than one would expect in a patient who had 
had four pregnancies, there is nothing to note in the pelvis. Fornices 
perfectly clear, and no tenderness. Slight uterine bleeding, cervix 
presents nothing abnormal save a slight degree of endocervicitis. . 

On December ist, while in the X-ray room there was sharp 
bleeding and a cast was passed. This cast was thick and about 
6 cm. long by 4.¢.m. wide by .4 cm. thick. After the passage of 
this cast the bleeding ceased. Although the hemoglobin was low 
there was no sign whatever of any serious abdominal trouble. She 
denied the possibility of pregnancy. There was no tenderness 
about the abdomen and as has been already said, the fornices were 
perfectly clear. (Illustrations 8 and 9). 

The pathological report on the specimen by Dr. Fortuyn is as 
follows :— 

‘Specimen is an opened sac, not containing an embryo, nor 
other obvious foetal elements. Sections show decidual cells and 
degenerating uterine glands, but no foetal elements.” 

Dr. C. H. Hu confirmed the above diagnosis. His report says 
“Slides received show decidual tissue which is oedematous, hamorr- 
hagic and fairly heavily infiltrated with leucocytes. Side by side 
with the decidual tissue are a few enlarged uterine glands lined with 
the simple cuboidal or low columnar epithelium.’’ No foetal 
elements could be found on repeated examination . 

The cast is a beautiful specimen of a deciduous cast of the whole 
uterus and its exact genesis must remain doubtful. The patient’s 
urine was negative, and on dismissal the haemoglobin had risen to 
40 per cent, and the patient made a good recovery. 

My thanks are specially due to Dr. Barlow Brown for the 
second specimen of a menstrual cast, to Dr, C, HH, Hu of the 
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Department of Pathology, and Dr. Fortuyn of the Department of 
Anatomy for the examination of these casts, and to Mr. H. S. 
Wang for the microphotographs and other illustrations. 
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ILLUSTRATIONS. 


. Ectopic gestation cast. Outer surface on the right, inner surface on the 
left. 7.5 cm.x4 cm. x.2-.4 cm. 
. Section of this ectopic gestation cast x 34. 
3. Ectopic gestation cast, usual size. ; 
. Menstrual cast. Outer surface on left. Inner surface on right. 
5. Section of this menstrual cast x 60. 
. Menstrual cast, front and back view. 3.5x2x.4 cm. 
. Section of this menstrual cast x 44's. 
. Cast of doubtful nature. 6 cm. x 4 cm. x.4 cm. 
. Section of this doubtful cast. x 34. 


Endocrine and other Anomalies in Anencephaly. 
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University, Kingston, Ontario, Canada. 


ANENCEPHALY is one of the common congenital anomalies for which 
as yet no adequate explanation has been offered. Its association 
with the absence or poor development of the adrenal glands has 
long been recognized, and the cause of the defective growth has 
been looked for in that organ. In view of the close developmental 
relationship between the adrenal medulla and the neural tube, and 
the common occurrence of spina bifida with anencephaly, it is 
natural to look for an intimate relationship between the defective 
growth of the suprarenals and the condition of anencephaly. 
Weigert! and Zander? pointed out that developmental disturbance 
of the telencephalon is associated with adrenal hypoplasia. Meyer* 
showed that this disturbance occurs some time after the fifth month 
of pregnancy. 

The chief adrenal defect, however, has been described as occur- 
ring in the cortex, although the medulla may be reduced in amount. 

The normal prenatal history of the adrenal cortex is described 
by Elliott and Armour,* Landau,® and Cooper® as involving the 
production of a temporary foetal structure upon which develops a 
permanent rind. The cells of the true cortex are small and 
stain well; the foetal cortical cells are larger, rather reticular in 
arrangement, with poorly staining nuclei. This temporary mass 
is called the ‘boundary zone”? and is invaded by the sympatho- 
chromaffin cells which, at first found in isolated patches, assemble 
in post-natal life to form the medulla. As the foetus approaches 
maturity the true cortex gets wider at the expense of the boundary 
zone, until at birth the former, consisting of a well-defined zona 
glomerulosa, a narrow zona fascisulata and a fragmentary zona 
reticularis, makes up about one-quarter to one-third the total cortex. 
Immediately after birth the boundary zone begins to degenerate 
so rapidly that it causes a shrinkage and gyrification of the cortex, 
and by the end of the first year there is nothing seen of it except 
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a few fibres. During the degenerative process hemorrhage may 
take place in its substance. The zona reticularis is very slow in 
developing, and is not well-detined until the third year after birth. 

Browne’ describes the normal adrenal cortex at birth as having 
a narrow zona fasciculata and a broad zona reticularis consisting 
of larger cells. This latter is probably his interpretation of the 
boundary zone, and is not part of the permanent cortex. 

The adrenal cortex in anencephaly is described by Landau,°® 
following the examination of thirteen cases, as being diminished in 
size, but precociously developed. There is extreme gyrification, 
with premature degeneration of the boundary zone, i.e. a miniature 
of the suckling’s suprarenal. This is opposed to the view of Elhott 
and Armour who, failing to find any trace of the boundary zone in 
one anencephalic foetus of full time, conclude that the foetal cortex 
fails to develop. Their view is, of course, based on insufficient data. 
Both Landau and Elliott and Armour find no hypoplasia of the 
medulla, and no disturbance of the sympathetic system. Browne 
also notes the premature maturity at the cost of size. 

Kiyono,® after examination of eleven cases, describes the 
anencephalic suprarenal as markedly underweight, with better 
development of the medulla than of the cortex. Accessory cortical 
nodules were also found. 

Bar and Jaffé® found in 24 normal infants, of age ranging from 
premature births to three months, that lipoids were present in the 
cortex in very small amount, whereas after the age of three months 
they are found in relatively large quantity. In six anencephalics 
of about seven to eight months (foetal life) lipoids were always 
found in large amounts. These authors conclude that their obser- 
rations confirm Landau's view. 

The most complete recent investigation has been carried out 
by Vaclav ' who made careful gross and microscopic examination 
of the endocrine organs of thirty cases, selected because of good 
fixation and known history from a collection of fifty-six anen- 
cephalics. The age of these specimens ranged from six (foetal) 
months to one day after birth, 50 per cent being eight months old. 
Females predominated, 75 per cent. The suprarenals were found 
in 55 of the 56 cases. The volume and weight were much reduced, 
the latter to one-seventh the normal. The cortex showed excessive 
gyrification, with diminution in total substance. The zona glom- 
erulosa was well-defined; the zona fasciculata, the broadest zone 
showed marked “physiological degeneration ;"’ while the zona reti- 
cularis was rarely found. Lipoids were constantly demonstrated. No 
mention is made of the degenerating foetal cortex; it is possible 
that the zona fasciculata which shows the “physiological degenera- 


tion” is really the temporary cortex, Vaclav looks upon the cortex 
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as showing precocious maturity. He describes the medulla as 
hypoplastic, with retarded differentiation and diminished volume. 
In this he disagrees with Landau and Browne. He finds a 
compensatory hypertrophy of the sympathetic ganglia and the 
extra-suprarenal chromaffin tissue. 

Browne, in 1920, first stressed the relation of anencephaly to 
aplasia or hypoplasia of the pituitary. He suggested that the 
whole condition, apart from the adrenal hypoplasia, was one of 
foetal hypopituitarism, comparing it to Fréhlich’s syndrome. 
Browne found no trace of pituitary body in any of his five cases. 
Among the features of his ‘‘Anencephalic Syndrome’’ he cited 
(1) maldevelopment of the basis cranii; (2) protruding eyeballs; 
(3) protruding tongue; (4) large amount of subcutaneous fat ; 
(5) hyperplasia of the thymus gland; (6) small or absent suprarenal 
glands; (7) hypoplasia of the genital glands; (8) stunted growth 
of limbs and trunk. Browne refused to consider the adrenal con- 
dition as dependent on the pituitary hypoplasia. 

Zander? mentioned the enlarged thymus and thick subcutaneous 
fat. 

Barlow" described four cases in which the anterior lobe of the 
pituitary was always present, and the posterior lobe found once. 

Kohn'® examined eleven cases of anencephaly and found a 
subnormal hypophysis in every case. The anterior lobe was 
invariably present, sometimes consisting of widely distended 
blood-vessels between which lay thin columns of epithelial cells. 
In others the epithelial tissue was more abundant, and divided into 
lobules by strands of connective tissue. The eosinophils were 
reduced, and a special large, tinely-granular neutrophil or basophil 
cell was frequently found. The pars intermedia was absent as a 
rule, and in only three was there any pars nervosa discovered. 
Kohn concludes that the small adrenal is consequent upon mal- 
formation of the neurohypophysis, although admitting that the 
epithelial lobe is not normal. In this relation it is of interest that 
Hofstatter!’ demonstrated a definite increase in the size of the 
adrenal after posterior lobe injections. 

Kiyono® examined the endocrine glands in eleven cases o! 
anencephaly. The hypophysis was found in seven cases showing 
the microscopic appearances described by Kohn. In only three 
of the eleven was a neurohypophysis demonstrated. The epiphysis 
was never found. The thyroid and pancreas showed no constant 
change. The combined adrenal weight was, with one exception, 
less than one gramme; the normal newborn weight is taken to be 
2-3.5 grammes. The gonads showed no notable variation from the 
normal, except that in one male the testes had not left the inguinal 
canal, The thymus was slightly underweight, otherwise normal, 
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Covell! found an hypophysis in each of thirty-two anencephalics 
examined. ‘This was composed largely of anterior lobe. The pars 
intermedia was variable, the pars nervosa usually absent and hypo- 
plastic when found. The total weight was less than the normal 
weight at the same age, and 39 per cent of the volume was made 
up of blood. 

Vaclav’ in the thirty cases examined always found an adeno- 
hypophysis. The neurohypophysis, often missing, was rudimen- 
tary when found, except in one case in which it was overgrown. The 
pars anterior was usually very vascular, the vascularity diminishing 
with age. The gonads were considered under-developed, with no 
gross defect except crvptorchidism. The pineal gland was never 
demonstrated. The pancreas and parathvroids were normal. The 
thyroid was usually enlarged. The thymus varied in weight and size, 
but in two-thirds of the cases the proportion of thymus to body 
weight was above the normal of ,}, given by Browne. 

Nanagas examined fifty-seven anencephalic foetuses (So per 
cent female) with a view to discovering a formula by which their 
age might be determined. [Tle concludes that this monster has 
lower limbs and trunk of the normal size and relative proportions, 
although the trunk length is apparently diminished, owing to curva- 
tures associated with spina bifida. The upper extremities are 
longer than the normal, most evident proximally. In other 
words, the foetus is normal with long arms, rather than a dwarf 
with normal arms. This disturbance of bodily proportions probably 
occurred before the third month. Since in all anencephalic foetuses 
the external dimensions of the body have a simple and constant 
relative proportion, the disturbance must have ceased early, so that 
once the new proportions were assumed, growth continued as 
normally, preserving the proportions laid down. Tle concludes : 
“The fact that the anencephalic foetus is the result of an apparently 
limited period of abnormal proportional growth, followed by a 
stage of normal growth of the disturbed propertions, does not 
support the concept that these cases are associated with abnormal 
functioning of certain glands. For it is to be supposed that the 
dysfunction of such glands would continue to affect the growth of 
the body throughout the foetal period.” Ele overlooks the possi- 
bility that one or more of the endocrine glands might, in health, 
determine the normal axial gradient by which the cranial instead 
of the forearm development should dominate. 

Our investigations were carried out on nine cases, two of which 
were males. Six of these have been briefly described in a previous 
communication.’ The foetuses were, in) most cases, museum 
specimens, only two being received tresh. “The age was calculated 
by the formula of Natagas, from the leg-length measurement. All 
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cases showed some degree of spina bifida except one male, which 
differed as well from the others in that it had a normal neck, 
whereas in the typical anencephalic the head rests upon the 
shoulders. The subcutaneous fat was in excess in all cases. No 
constant alterations were found in the thyroid, pancreas, spleen or 
ovaries. The pineal gland was never found. The parathyroids 
were not investigated. The results with respect to pituitary, 
adrenal and thymus are tabulated. 

It will be noted that the adrenals were absent in two cases, and 
in only one does their combined weight reach one gramme. The 
organs macroscopically resemble hollow capsules, although micro- 
scopically a patchy medullary tissue is found. The cortex shows 
two different areas. The outer is made up of small well-stained 
cells arranged in two zones, a narrow glomerulosa and a wider 
fasciculata. The inner cortical area is composed of larger cells, 
poorly stained, in no definite arrangement, and of a thickness less 
than that of the outer area. This inner area is taken to be the 
primitive foetal cortex undergoing degeneration. In some speci- 
mens it is very vascular, the thin-walled vessels being crowded with 
ted blood corpuscles. Compared with the cortex in normal foetuses 
of the same age, the volume would seem to be reduced to one-third. 
The diminished substance and the relative proportion of the 
boundary zone suggest that either it has failed to develop properly, 
or its degeneration has been accelerated. The fact that in two 
cases no traces of adrenal could be found can hardly be looked upon 
as evidence of precocious maturity. 

The thymus gland does not show any constant deviation from 
the normal. Kiyono gives the normal ratio of thymus to body- 
weight as ;!,5. Browne’s normal index is 3},. Using either 
index, our conclusion is that there is no definite enlargement. It 
is significant that in Foetus II, which showed no adrenals, the 
thymus was approximately of normal size, and in Foetus I, exhibit- 
ing neither adrenals nor pituitary and one rudimentary gonad, 
the thymus was very small. 

Marine!’ demonstrated that adrenalectomy in sexually immature 
rabbits causes increased thymus growth involving both cortex and 
medulla. Gonadectomy with adrenalectomy results in structural 
changes associated with status thymo-lymphaticus. No such 
association is evident in these two foetuses, which would lead us to 
conclude that either this relation does not exist in man, or that it 
is not operative until after birth. 

In our series the pituitary bodies resembled histologically those 
described by Kohn. Of the eight demonstrated, six were very 
vascular. In two the anterior lobe looked as though it were com- 
posed of large sinusoids in which lay a few slender columns of 
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epithelial cells. Few eosinophil cells were present. In one case 
the cells of the pars anterior showed nuclear fragmentation. In 
only three cases was any pars nervosa demonstrated, and that in 
very small quantity. It is possible that the vascularity is 
mechanical, rather than anatomical, due to the congestion of the 
head at birth. The blood-vessels in the cranial tissue were usually 
distended with blood. 

A number of other anomalies were found in these foetuses. 
Kidney defects were frequent, the most striking occurring in 
Foetuses | and II]. Under the capsule of each kidney of these was 
found, between it and the kidney substance, a quantity of fluid, 
watery in one foetus and clotted in the other. This does not seem 
to be part of the anencephalic complex, as our other specimens did 
not show it, nor has it been described by other investigators. 
Neither foetus had any demonstrable adrenals. The condition is 
very obscure, and is not described in any pathological textbook. 
We are unable to suggest a cause. 

Other kidney defects were—one case of horse-shoe kidney, one 
of congenital cysts, one of dilated ureters. One foetus had a 
patent urachus, 

Other anomalies are worthy of mention. Foetus | had one 
testis in the scrotum, and, in place of the other, three bodies in 
the inguinal fold resembling rudimentary male genitalia. It had 
also a solid thyroglossal duct. Foetuses IV and VII, inien- 
cephalic, (the head acutely dorsiflexed upon the shoulders) had on 
the left side defects in the diaphragm. In IV the left kidney lay 
two-thirds in the thoracic cavity, leaving the adrenal behind in 
the abdomen. Ballantyne!® found one case of diaphragmatic 
hernia in forty-six anencephalics, and states that the condition is 
frequent in iniencephaly. 

In two foetuses an embryonic condition of the ascending colon 
was retained. The cecum, vermiform appendix, and ascending 
colon lay on the left side and, attached by a long mesentery, dipped 
down into the left iliac fossa. Dott!® describes this condition as 
a failure to undergo the normal rotation and fixation during the 
period of from the fifth week to the fifth month, thus predisposing 
to volvulus. 

Foetus VIII, iniencephalic, had a very peculiar facial develop- 
ment. The nose had a single central nostril and lacked a septum. 
The palate was partially cleft. The mucous membrane of the lips 
ended before reaching the angle of the mouth, and a bridge covered 
‘with epidermis joined the two angles across the dorsum of the 
tongue. This bridge was one centimetre wide at the angles and 
thinner at the centre, where it was anchored to the posterior pharyn- 
geal wall. 
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SUMMARY. 


It seems quite generally agreed that, accompanying the absence 
of the pineal gland, the only consistent endocrine anomalies are 
in the adrenal gland and the pituitary body. The former is usually 
present, exhibiting a precocious or post-natal state of development, 
but in two of our nine cases could not be found. Other investiga- 
tors have found it in a higher percentage of cases. A_ pituitary 
body is almost invariably present, but rarely shows any nervous 
elements. Whether such defects of either or both organs could be 
responsible for the cephalic and general condition, or must follow 
it, remains a matter of conjecture. Since the retina of the eve is 
well developed, although the pars nervosa is missing, it would 
seem that the latter must have been destroyed ere reaching maturity, 
as the two are such close embryological neighbours. This would 
point to anencephaly being the result of a destructive process. 
Assuming that the foetal adrenal cortex was concerned in the 
elaboration of brain lipoids, destruction of the brain usually 
accompanied by a spina bifida might result in a disuse atrophy 
of this gland, with a tendency to early maturity. A defective 
pituitary, accompanying the absence of the pineal gland, might 
be responsible for the skeletal defects and visceral anomalies. 

We suggest that until experiments are made, in which the early 
foetal brain is destroyed, the foetuses allowed to develop to term 
and the endocrine organs examined, this question will not be 
satisfactorily settled. 

The skeleton and viscera seem prone to anomalies in this con- 
dition. Among others, we describe two cases of fluid between 
the kidney and its capsule associated with absence of the adrenal 
glands. 
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Urobilinuria in Vomiting of Pregnancy.* 


By Vicror Joun Harpinc, D.Sc. (Vict.), F.R.S. (Can.), 
and 
H. B. Van Wyck, B.A., M.B. (Tor.) 


From the Department of Pathological Chemistry, University 9) 
Toronto and the Metabolism Ward, Burnside Maternity Wing, 
Toronto General Hospital, Toronto, Canada. 


In the previous paper! we have discussed the serum protein values 
in vomiting of pregnancy. We have stated that in general, a high 
value for serum protein meant a favourable prognosis, and a 
relatively easy treatment. But in a few cases, although the ultimate 
outcome was successtul, the course of treatment offered difficulties. 

The general routine treatment in this hospital, for vomiting 
of pregnancy has been often described. It does not differ greatly 
from the routine of many other hospitals. Rest in bed with isola- 
tion; the use of bromides, or chloral, or both, by rectum, or 
morphine hypodermically : the administration of fluids, by all 
routes if necessary, though of later years we have come to rely 
on the intravenous route as our confidence in this technique has 
increased ;* attention to the bowels by daily enemata; all form 
a routine directed to relieve neurosis, dehydration, and any possible 
intestinal factor. The value of this latter factor has steadily declined 
in our opinion, when considered as an etiological cause, though 
it may occasionally form a practical factor. The importance of 
dehydration or anhydremia has been emphasized in previous 
papers. The importance of the neurotic factor cannot be minimized 
from a practical point of view. Despite close attention to these 
points, in a special ward, with nurse in attendance, thoroughly 
conversant with our routine, success in treatment has not been 
attained uniformly. The general run of cases respond to such 
treatment by immediate improvement in twenty-four to forty-eight 


* The use of intravenous glucose in the treatment of —hyperemesis 
gravidarum was first suggested by Titus.14 

* The authors wish to express their indebtedness to the Medical Research 
Committee of the University of Toronto tor a grant enabling them to carry 
out this work. 
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hours. Hunger returns, and light meals are readily borne. Such 
patients continue their progress to recovery. A few cases, however, 
respond either not at all or only partially, and it is with some 
aspects of these that this paper is concerned. 

Before describing the cases we wish to draw attention to a 
phenomenon, the relationship of which to vomiting of pregnancy 
has not yet been, in our opinion, thoroughly studied. We refer to 
the urobilinuria present in about eighty per cent of these cases. 
The Schlesinger test in presence of a little iodine often gives an 
intense reaction for the presence of urobilin and urobilinogen, even 
in disturbances judged clinically mild. 

It has been a matter of considerable surprise to us to find no 
systematic study of urobilinuria in vomiting of pregnancy in recent 
years. Rosenfield and Schneiders? in 1923 mention its occurrence 
in general terms in a paper devoted to the use of phenoltetra- 
chlorophthalein as a liver function test in pregnancy. Possibly 
one reason for the neglect of this aspect of vomiting of pregnancy 
has been the number of contradictory statements in the literature 
during the last ten or fifteen years on the origin and significance 
of urobilin and urobilinogen. Barnard,® Litzenberg,* Crainicianu 
and Popper,® and Mordre® have examined its occurrence in a 
number of cases of normal pregnancy. Litzenberger comes to 
the conclusion that there exists ‘‘a liver of pregnancy,’’ Mordre, 
that it is of litthe practical importance. Berkeley, Dodds and 
Walker? studied urobilinuria in the *‘toxaemias”’ of later pregnancy 
as a test for liver function and, together with Fouchet’s test for 
serum bilirubin, arrived at a definite conclusion on its value in 
prognosis. They report, however, no cases of vomiting of preg- 
nancy. Other observers have turned to other tests of liver function 
in *‘toxeemias’’ but here again data on vomiting of pregnancy are 
scanty. The most popular test appears to be phenoltetrachloro- 
phthalein. Krebs and Dieckmann* state that its use enables a 
differentiation to be made between neurotic and toxic vomiting of 
pregnancy. In this.they are supported by Watson,® and Naujoks." 
King! using the Van den Bergh test, finds it constantly positive 
for jaundice of the non-obstructive type in hyperemesis gravidarum, 
Most recently, Eufinger and Bader’? report a great retardation in 
the excretion of Congo red in twelve cases of hyperemesis accom- 
panied by icterus. It seems evident from the above summary that 
if the vomiting is of sufficient severity to be called ‘‘toxic’’ or is 
accompanied by icterus, evidence of hepatic disturbance is to be 
obtained readily. Can the urobilinuria present in the milder cases 
of vomiting of pregnancy be considered as evidence of hepatic 
disturbance also ? 
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The presence of urobilin or urobilinogen in the urine is generally 
accepted as evidence of either failure of the liver parenchyma 
to dispose of the normal formation of urobilin in the intestine and 
brought to it by the portal circulation, or the production of an 
excessive amount of urobilin from an increased production of 
bilirubin originating from the increased blood destruction. The 
older view of von Miller on the enterogenous origin of urobilin 
appears to be fully confirmed by the recent experiments of McMaster 
and 

Theories of hepatic disturbances have played such a part in 
the etiology of vomiting of pregnancy that one instinctively turns 
to that explanation as the cause of the urobilinuria. Yet the 
possibility of increased blood destruction must not be overlooked. 
It is true that there is no extreme blood destruction as in pernicious 
anemia or malaria, conditions in which urobilinuria is well known. 
On the other hand, from the moment that dehydration begins, at 
the same time the compensatory processes, including increased 
destruction of red cells, commence. Moreover, it is to us a pertinent 
question whether in presence of an anhydremia the liver paren- 
chyma performs its function with strict normality. The experiments 
of Elman and McMaster show that a slightly damaged liver, is 
not only unable to dispose of the normal enteral production of 
urobilin, but that it fails with even a lessened amount. Also, the 
feeding of an increased amount of bilirubin willead to a urobilin- 
uria in a normal dog intubated for total bile. It would appear to 
us a corollary that an increased blood destruction, and a decreased 
liver function, the former of which can be brought about by 
dehydration, and the latter of which, perhaps originates also from 
a dehydration, would lead to urobilinuria of a magnitude greater 
than one would expect, were we to consider either factor as the 
sole contributory cause. Until, however, experimental proof can 
be found, that dehydration can lower the function of the liver 
parenchyma, and so give rise to a urobilinuria, the finding of 
urobilin in the urine in vomiting of pregnancy can be discussed as 
evidence of hepatic disturbance of separate origin. 

The cases of vomiting of pregnancy we have seen during the 
last three or four vears, and showing urobilinuria have, in general, 
responded readily to the treatment in vogue, and outlined at the 
beginning of this paper. The hepatic dysfunction from which they 
may have been suffering, cannot have been of any great degree. 
The feeding of light meals, as soon as hunger returns, is evidently 
sufficient to regenerate the normal function, for the urobilin disap- 
pears rapidly from the urine. None of the cases showed icterus, 
and a series of van den Bergh tests showed only slight increases 
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in the indirect reaction. In a few cases,however, it was observed 
that though the treatment had, according to all our criteria, been 
successful in overcoming the dehydration, the urobilinuria per- 
sisted, showing a strongly positive reaction to the Schlesinger 
test although the volume of urine was large. It was these cases 
that failed to show complete and rapid recovery. They had no 
desire for food, still complained of nausea, and occasionally 
vomited. On the basis that these patients were suffering from 
hepatic dysfunction, and that regeneration would be assisted by 
the giving of carbohydrate and a small amount of a first-class 
protein, a Rehfuss tube was inserted, and two-hour feedings, con- 
sisting of three ounces of skim milk and three ounces of to per cent 
glucose, were given throughout the twenty-four hours. This makes 
an intake of approximately 2.5 gm. protein, 12.6 gm. carbohydrate 
and 0.5 gm. fat at each feeding. The total calories fed in the 
twenty-four hours are approximately 780, and the fluid intake is 
2,016 c.c. It is practically equivalent to 2,000 c.c. of 1o per cent 
glucose, as given intravenously, and has the advantage of supply- 
ing a suitable salt mixture in addition to the protein. The amount 
of fluid can be easily increased by giving six ounces of plain water 
alternating each hour with the feedings, or both fluid and carbo- 
hydrate intake can be increased by giving, at the same time 
2,000 c.c. of 10 per cent glucose in saline intravenously. Such 
feeding is a return to the original idea of carbohydrate feeding in 
nausea and vomiting of pregnancy.'4 The Rehfuss tube is passed 
sufficiently far to allow the tip to be well in the duodenum. 
We have, however, not determined its position by fluoroscope. 
Dieckmann and Crossen!> recommend a similar though slightly 
more intensive feeding by intranasal tube. 

In order to illustrate our contention, we cite the case of Mrs. 
P-r—l. Age 30, gravida-ii. Admitted March 31st, 1927. Does not 
appear very sick. Commencing March gist, for five successive 
days 1,500 c.c. of 10 per cent glucose were given intravenously as 
well as varying amounts of water by mouth. The condition im- 
proved so much that a soft diet was ordered. The acute dehydration 
according to our criteria had been overcome. The serum proteins 
had dropped from 9.35 per cent to 7.13 per cent. The volume and 
specific gravity of the urine indicated that the tissues had absorbed 
all the fluid of which they were capable. The patient had, however, 
no desire to eat, and was often feeling miserable and nauseated, with 
occasional vomiting. This continued in spite of further intravenous 
glucose injections until April 16th. 


Urobilin constantly 
present in the urine. 


The continual presence of ‘acetone’’ too, 
in spite of the glucose, showed the lack of carbohydrate. The 
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Rehfuss tube was passed on April 16th anf remained for six days. 
The milk and glucose feedings were given, as well as 2,000 c.c. of 
10 per cent glucose on alternate days. After three days’ feeding 
the change in the patient was apparent. She became brighter, 
ceased to vomit and took an interest in herself and surroundings. 
‘Acetone’ disappeared from the urine on the second day’s feeding. 
Urobilin had almost disappeared on the fifth day's feeding. After 
the withdrawal of the tube, the patient readily ate small meals, 
was able to drink large quantities of fluid, and progressed to an 
uneventful recovery. The details are shown in the case chart. 


To have a case requiring twenty-one days to reach the stage 
when hunger becomes present, is very unusual. Indeed, in 
ordinary circumstances we never allow more than six days to elapse 
before consultation is made on the progress of the case, and the 
possibility of therapeutic abortion is borne in mind. In this patient, 
however, beyond the fact that we had not succeeded in producing 
a cure in the usual allotted time, there was no indication for the 
above procedure. By April 15th, however, it was evident that the 
patient was slowly but surely progressing downhill, and it was 
realized that unless a sharp change for the better took place, the 
foetus would have to be removed. 


We have seen five such cases. All of them showed high serum 
protein values on admission. Four of them showed a rapid drop 
to normal value in a few days with the usual intensive treatment 
with intravenous glucose. The fifth showed a much slower drop 
to normal value. Most possibly, the explanation of the failure 
to restore completely the clinical condition is connected with the 
blood volume, accompanying the dehydration. It is quite possible 
that the blood volume in these patients had become much reduced 
through blood destruction as well as through loss of water, and 
that the raised serum protein values did not reflect a simple de- 
hydration, which could be restored to normal by addition of fluid. 


We do not wish it to be supposed that every case of vomiting 
ot pregnancy which shows a persistent urobilinuria should be given 
reedings with the duodenal tube as we have just described. Accord- 
ing to the review given in the early part of this paper many 
observers have noted a urobilinuria in normal pregnancy. <A per- 
sistent urobilinuria in a case of hyperemesis gravidarum which 
is clinically doing well may therefore express perhaps only an 
exaggeration of a normal finding. Nevertheless it has been our 
experience that persistent urobilinuria in vomiting of pregnancy 
is correlated with a poor or slow recovery. Duodenal feedings may 
not always be necessary. The urobilinuria may be an expression 
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of an insufficient calory intake which it is outside the patient’s 
ability to increase during the early stages of her convalescence. 

The downward progress of these cases is sometimes very rapid. 

Mrs. P—ss—r. Age 20, gravida vii. Thin, excitable woman, 
though not seeming acutely ill, admitted June 17th, p.m. Mor- 
phine and codeine were given to control restlessness. The course of 
treatment is described in the case chart. It is to be noted that 
the series of intravenous glucose administrations were not sufficient 
to produce a urine satisfying our criteria of 1,000 c.c. volume and 
1,010 specific gravity, although the serum proteins dropped from 
g.45 per cent to 7.25 per cent in three days. The neurotic element 
in this patient was very large. There was a history of previous 
abortions for vomiting of pregnancy, and her own medical atten- 
dant had informed her that nothing could be done except remove 
the baby. Neither did she desire the pregnancy. Consequently 
we received no co-operation. After much persuasion, a duodenal 
tube was inserted on the fifth day after admission, only to be 
immediately removed by the patient herself. Our idea, however, is 
not so much to emphasize our difficulties, as to point out the change 
which took place between her admission on June 17th and her 
operation on June 24th. On admission she would be described as 
a case of “neurotic vomiting.’ From June 21st to June 23rd, her 
course was undoubtedly “‘toxic.’’ Icterus began to show itself on 
the latter date. Her post-operative progress, too, was stormy. 


In conclusion we may state that the long series of observations 
carried on by the co-operation of the two departments mentioned 
at the head of this paper, has led us to the belief that four factors 
must be considered in the treatment of vomiting of pregnancy :— 
starvation, dehydration, hepatic dysfunction, and neurosis. Except 
for the latter, the use of fluids and glucose usually form sufficient 
therapy. In occasional cases, the hepatic function fails to be 
restored coincidently with or immediately following the over- 
coming of the dehydration. In some cases we recommend the 
feeding of a higher number of calories in the form of a large amount 
of carbohydrate and a little protein, illustrated by case P—r—l in 
this paper. While the factors can thus be stated in general terms, 
the extent to which is present tn individual patients will vary. Nor 
is each factor constant in its relationship to the other factors et 
different times in the same patient. Case P—ss-——r provides an 
illustration of the rapid downward path in some individuals. Case 
P r—l is an example of a much slower downward movement. 
Hepatic dysfunction became the dominating feature in P—ss—r. 
Cachexia became more prominent in P—r—l. 
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SUMMARY. 


Urobilinuria is present in about 80 per cent of all cases of 
nausea and vomiting of pregnancy admitted to the wards of the 
Toronto General Hospital. 

On resumption of food after evidences of dehydration have been 
removed the urobilinuria generally disappears. 

Some -cases show a persistent urobilinuria. Generally a per- 
sistent urobilinuria is to be correlated with a slow recovery from 
vomiting of pregnancy. 

In some cases of persistent urobilinuria it has been found 
necessary to feed by means of duodenal tube. 
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Ovarian Transplantation. 


By Jonn H. Hannan, M.A., M.D., B.Ch. (Cantab.). 
Registrar and Pathologist to the Hospital for Women, Soho. 


From the Physiological Laboratories of the Middlesex Hospital 
Medical School. 


Working under a grant from the British Medical Association. 


INTRODUCTION. 
WITH our present knowledge of the function of the ovary and the 
profound influence which its secretion has on the whole female 
organism, the time has come to decide if the transplantation of 
ovarian tissue is a measure which ought to take its place in 
gynecological surgery. 

The numerous references to this subject which have occurred of 
late in the lay press suggest that the idea of removing the ovaries 
from their normal position and grafting them on to various parts 
of the same or different animals is a new one; actually, however, 
we can go back to the years preceding 1894 when Romanes! made 
many attempts to transplant ovaries in rabbits and dogs—in all 
instances without success. 

Guthrie? in 1907 successfully transplanted ovaries from hen to 
hen, the fowls afterwards laving eggs which were hatched. 

The first systematic histological study of ovarian transplants 
was made by Marshall and Jolly? in 1908. From experiments on 
rats they found : 

t. Ovarian isografts succeed less readily than do autografts. 

2. Isografts are more successful between nearly related than 
between distantly related individuals. 

3. It is not necessary to create a deficiency that is to remove 
ovarian tissue-—in order to achieve such success. 

This work was carefully performed and the conclusions arrived 
at were obtained on histological evidence. 

Between the years 1908 and 1913 much work was done by 
observers including Voronoff,! who in 1913 read his first important 
paper on the subject of ovarian grafting. From 1913 onwards, the 
possibility of the ovary having an endocrine function as well as 
the function of ovulation became more and more certain. 

From 1914 to 1923, a series of papers appeared dealing with 
the action of ovarian extracts upon various organs and conditions. 
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This work was firmly established by Aschner® in 1914, who showed 
that extracts made from the ovaries, when injected, produced rut- 
like symptoms in guinea pigs the ovaries of which had been 
removed. 

Commencing in 1923, Allen and Doisy® began to publish a 
series of papers in which they showed how to extract a potent 
preparation from liquor folliculi and, at the same time, published 
a method of assay for this hormone which is in use at the present 
time. 

The dispute concerning the endocrine function of the ovary 
which had existed for many years was now settled, and attempts 
were made to administer the active ovarian extract to women whose 
ovaries had been removed or whose ovarian internal section was 
diminished as a result of disease or age. 

Clinically, the results following the exhibition of these extracts 
in women, have proved disappointing. 


In 1926 Bugbee and Simond’ reported experiments in which they 
demonstrated that the dose of the cestrus-producing autacoid should 
vary according to the body weight of the animal. In 19278 I con- 
firmed this work and also showed that the dose of the cestrus- 
producing autacoid when given by the mouth has to be some 
sixty times larger than that which is necessary when the autacoid is 
injected. More recently, I® published evidence that if a sustained 
action of the autacoid is desired the administration of the active 
product must be repeated at intervals not exceeding seven days. 


The technical difficulties concerned in the manufacture of a 
stable active product of sufficient strength, together with the factor 
of the repeated administration at short intervals accounts, 
possibly, for the undoubted failure of the injection or oral 
administration of the active principle of the ovary to pro- 
duce the effects in women which experiments on animals had led us 
to hope would occur. In the meantime, the claims of Voronoff on 
the clinical value of ovarian transplantation have become more 
definite, and the time has arrived when the question of ovarian 
transplantation must be reopened in order to decide if an ovarian 
transplant is capable of continuing the production of the internal 
secretion; a problem which differs essentially from that which 
concerned the early workers, namely ovulation, since the success 
of these workers in enabling spayed animals to become pregnant 
by means of ovarian transplantation did not necessarily mean that 
the transplants survived for any length of time. 


Experimental considerations: Methods of transplantation. 
The methods of transplantation at our disposal are two, namely, 
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(a) simple transplantation, that is, transplantation without anasto- 
mosis of blood-vessels. While transplantation with anastomosis 
of blood-vessels is theoretically possible, technical difficulties pre- 
clude its adoption in animal experiments owing to the small size 
of the vessels involved. Simple transplantation without anastomosis 
of blood-vessels therefore was the procedure adopted in these 
experiments. 


Types of transplantations. 

Ovarian transplantation experiments can be divided into three 
groups, namely : 

1. The ovary of an animal is transplanted into another site in 
the same animal, this procedure being called auto-transplantation. 

2. The ovary of an animal is transplanted into another animal 
of the same species, this procedure being called iso-transplantation, 

3. The ovary of an animal is transplanted into one of another 
species, this procedure being called hetero-transplantation. Ob- 
jection may be raised to these terms, but this objection is of 
etymological rather than scientific interest. 

The opportunity for auto-transplantation of the ovaries in women 
will only arise occasionally when the pelvic genitalia are removed 
at operation, the auto-transplantation of ovarian tissue being used 
prophylactically. 

When the use of ovarian transplants for the treatment of 
deficiency of the secretion of the ovaries is concerned, only iso- 
transplantation and hetero-transplantation may be considered. 

In these experiments both iso-transplantation and hetero- 
transplantation of ovaries were undertaken. 


Site of transplantations. 

The ideal site, judging from surgical experience, would seem 
to be one which has the following attributes. 

(a) Good vascularity. 

(b) A situation in which exact haemostasis of cut vessels can be 
secured. 

(c) A situation in which the transplant will be entirely sur- 
rounded by a suitable tissue. 

(d) A situation which will not be subjected to movement which 
may disturb the transplant before it is firmly attached to its 
surroundings. 

One other factor will have to be considered, however, when the 
human subject is concerned, namely, the site chosen, providing 
that it meets the desiderala which | have laid down, must be one 
the surgical approach to which -is accessible and allows the 
ovary to be transplanted without risk of life in doing so, 
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After consideration had been given to these factors the space 
between the superficial and deep fascia of the back was chosen as 
being suitable in these experiments. 


Form of the transplants. 

Ovarian transplants may be either a slice or section of the ovary 
or the entire ovary. 

The whole ovary was decided upon rather than a section, since 
it was desired to form a vascular anastomosis between the tunica 
of the ovary and the surrounding fascia, a procedure which did 
occur with uniformity in my experiments. 


Animals used. 

A consideration of the literature shows that a variety of animals 
have been used in transplantation experiments. Rabbits, I have 
found, have been most extensively used. In my experiments the 
donor animals were rabbits and cats and the receiving animals were 
invariably rabbits. 

At this stage | may say that a careful study was made of the 
anatomy and the microscopic and macroscopic structure of both 
rabbit and cat ovaries and a number of ovaries in their normal 
state were examined so as to be able to observe accurately any 
alteration in size or structure which might occur in the transplants. 

Finally, since the value of ovarian transplantation in the treat- 
ment of deficiency of the internal secretion of the ovaries was the 
main object of this investigation, the ovaries of the receiving 
animals were removed before receiving the transplant in each 
instance. 


Technique. 

The site chosen was an area bounded by the erector spinze 
muscle and the last rib, this site being accessible and the landmarks 
referred to rendered the finding of the transplant at a subsequent 
date an easy matter. 


A two-inch incision having been made, the superficial and the 
deep fascize were sufficiently separated to provide a pocket on 
either side of the incision. All bleeding points having been care- 
fully secured, the ovaries from the donor animal were inserted into 
these pockets, one on either side, one suture only being inserted 
through the ovarian tunic to secure it in place. The procedure was 
concluded by carefully suturing the superficial fascia, deep fascia, 
and skin in layers. No antiseptics were applied to the transplants 
before use, reliance being placed upon the rapidity of the trans- 
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plantation to avoid contamination by air-borne bacteria and upon 
the natural immunity of animals to infection. No suppuration 
occurred in any animal in this series. 


Fate of the transplants. 

The programme decided upon was to remove the transplants 
at regular intervals of increasing duration after the transplantation, 
Thus, the transplants were to be removed when 2, 4, 6 up to 12 
weeks old, and then 4, 5, 6 months old onwards. 

Twenty rabbit to rabbit and twenty cat to rabbit transplantations 
were undertaken. 


General observations. 

The transplanted ovaries were, in all instances, found to be 
firmly imbedded. 

The fascia surrounding the transplant was found to be of normal 
appearance and in no way fibrotic. 

The surface of the transplant appeared to be well vascularized 
and oozed freely after being peeled off the fascial bed. The 
absence of a fibrous tissue reaction in the fascia and the vascularity 
of the ovarian surtace justify the statement that the transplants 
had ‘taken.’ 


Histological findings. 

Sections were made through the centre of each transplant and 
preparations were made and stained by hematoxylin and eosin, and 
Van Gieson stains. 

A consideration of these observations shows that certain changes 
occur in the transplant with regularity. They may be outlined as 
follows : 

st stage—(14 days cat to rabbit and rabbit to rabbit transplanta- 
tions.) No germinal epithelium is to be found covering any of 
the transplants. This is not surprising since it is difficult to 
prepare specimens of normal ovaries showing this tissue. The 
earliest changes seen in both rabbit to rabbit and cat to rabbit 
transplantations consist in degenerative changes in the stroma of 
the cortex with necrosis of the medulla. 

The tunica albuginea is normal in both types of transplant. 
There is a reduction in cell content of the stroma of the cortex in 
vat to rabbit transplants which is not present at this stage in rabbit 
to rabbit transplants. 

Follicles are numerous in both types of transplant. 

2nd stage—(four weeks cat to rabbit and rabbit to rabbit 
transplantations). There is uniform thickening of the tunica, 
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scarcity of the follicles, and the presence of cavities in the trans- 
plant containing necrotic débris surrounded by young fibrous tissue. 

A marked feature of this stage is the presence of large numbers 
of giant cells in both types of transplants. 

grd slage —(six weeks cat lo rabbit and rabbit to rabbit trans- 
plantations). The ovarian tissue is almost entirely replaced by 
fibrous tissue containing areas of necrotic material. Only a few 
follicles can be seen. Only a few giant cells are present. 

qth stage—(eight weers cat to vabbit and rabbit to rabbit trans- 
plantation). No trace of ovarian tissue can be found. Areas of 
necrotic material are seen embedded in fibrous tissue. Giant cells 
are absent. 

5th stage—(disappearance of the transplant). This stage 
occurred in the cat to rabbit series at 12 weeks, in the rabbit to 
rabbit series at five months: (25 animals observed). In short, the 
fate of my transplants consisted in rapid degeneration followed by 
total disappearance of all traces of the transplant including the 
necrotic débris. No period was observed in which the ovarian 
tissue regenerated or even remained stationary in amount and the 
degenerative changes, which were observed as early as 14 days after 
the tranplantation, progressed steadily throughout the period of 
survival of the transplant. 

The literature of the subject of ovarian transplantation is exten- 
sive and chaotic. The observations recorded consist of experiments 
performed on different animals and in different sites with no long 
series using a standard technique which | can utilize for the 
purpose of comparison with my experiments. 

Nattras,!’ however, in 1g10 published a careful study in which he 
tound degenerative changes in most of the specimens examined. 

He found the degenerative processes commenced in the centre 
of the gland and were visible in 14 days old subcutaneous trans- 
plantations, thus confirming the findings in my experiments. 
Furthermore, Nattras produced evidence that the degenerative 
changes in his transplants were fatty in nature. I have stained 
my sections with osmic acid and confirm Nattras’ findings. 

Observation was kept on my animals after transplantation for 
the phenomena associated with ovarian activity. The points 
observed were the occurrence of heat, the acceptance of the male 
and the general activity of the animal as compared with control 
animals from whom the ovaries had been removed. No purpose 
will be served in detailing these observations since, as could be 
expected, the signs of ovarian activity steadily declined as the 
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graft degenerated until complete sexual senility was observable at 
the period when no ovarian tissue could be observed in the trans- 
plants. On the evidence, therefore, the case for ovarian trans- 
plantation as a justifiable procedure must fail. 


| am indebted to Professor Swale Vincent of this department for 
his assistance in the conduct of this investigation. 
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Ovarian Cysts and Tumours.* 


By Dr. N. MAuFouz Bey. 


Professor of Gynecology and Obstetrics, Faculty of Medicine, 
Cairo. Gynecologist to Kasr El-Ainy Hospital. Senior 
Gynecologist lo the Coplic and Lord Witchener’s Memorial 
Hospitals. 


THE main object of this paper is to present a synopsis of the 
varieties of ovarian tumours and cysts, removed during 1914-28, 
at the Gynecological Section at Kasr El-Ainy Hospital by 
Professor Dobbin, Dr. Shafik or myself; in addition those 
removed by me in the Coptic and Lord Kitchener’s Memorial 
Hospitals. 

1 will also give an account of 16 tumours which complicated 
pregnancy, labour, or the puerperium. 

We had in all 357 cases. 85 of these were treated by Prof. 
Dobbin, 45 by Dr. Shafik and 227 by myself. They are divided as 
follows :— 

60 simple uni- or multi-locular cysts. Seven of these were 
chocolate cysts, in five of which the condition was bilateral. They 
were densely adherent, and accompanied by thickened Fallopian 
tubes. Their sizes differed from that of a walnut to that of a 
coco-nut, In spite of the fact that all the cysts contained tarry 
blood, diligent search for endometrial tissue, in serial sections, was 
positive in three only, In one of these, the uterus was the seat of 
an adenomyoma. 

15 fibroids, in two of which both ovaries were affected. All 
the cases were of the diffuse type. The sizes varied from that of 
a walnut to that of an adult’s head. The larger ones were torpedo- 
shaped. 

10 carcinomata. Two of these occurred in adolescent girls. 
The rest occurred in patients between the ages of 30 and 55. These 
tumours were all primary. Patients suffering from secondary 
carcinomata of ovary were refused operation. 

Three sarcomata. 

Two endotheliomata, one of which was hard, and the other 
CVSstic. 


*Read before the International Congress, Cairo, 1928. 
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Fig. 1. Section from the wall of Fallopian tube. From a case of tuber- 
culous peritonitis in which the tube was involved. In addition there was 
a parovarian cyst. (Scurcur). 


Fig. 2. Cellular fibroma from the hilum of the ovary. The tumour was 
the size of a coconut. (Sourour). 
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Hig. 3. Section from a solid cancer of the ovary. The two ovaries were 
the seat of similar growths. (Sourour). 


Fig. 4. Cavernous spaces filled with intact red blood corpuscles amidst a 
solid endothelioma of the ovary. (Sourour). 
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Fig. 5. Section from a myxomatous fibroma found as a solid mass near 
the Fallopian tube in a bilocular ovarian cyst the size of a four months 
pregnant uterus. (Sourour). 


Vie. 6. Scetion from a solid cndothelioma ef the ovary. (Sourour). 


Fig. 7. Section from one of two endcthelial ncdules found between the 
layers of a bread ligament near the uterus in the same case as lig. 6, 
high power. (Sourcur}. 


Fig. 8. Section trom a hyaline cartilage nodule in the wall of an ovarian 
teratomatous cyst in an unmarricd girl of 25 years of age. (Sourour). 
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Fie. g. Same case as Fig. 8. A hemorrhagic mass found in the wall of 


a teratomatous cyst, Fig. 8, which presented : (1) hemorrhage, intact red 
blood corpuscles. (2) a thick wall round hiemorrhage consisting of endo- 
thelial cells, large and forming syneytial masses in places and with many 


blood capillaries and (3) an outer wall of simple poorly celled fibrous tissue. 
(Sourour). 
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Hie. ro. Section from one of three multilocular eystic bosses in the wall 
of a huge unilocular ovarian cyst. (Sourour). 
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Nine dermoids. In three, the condition was bilateral. In two 
more, the other ovary was the seat of a simple cyst, and in the 
sixth, the other ovary was the seat of a cysto-adenoma. One of 
the dermoids showed evidence of malignancy. 

Nine parovian fimbrial cysts. 

249 proliferating adenomatous, or papillomatous cysts. The 
ratio was approximately, one of the latter to four of the former. 

Operation and aflter-resulls. In the simple cysts, whether mono- 
locular or multilocular, an attempt was made to leave behind any 
ovarian tissue that we considered healthy. The effect of this 
measure was encouraging as far as menstruation was concerned. 
But sterility, which was, in some cases, the reason why the patient 
applied for treatment, was seldom cured. This is probably due 
to the fact that in most of these patients we found both ovaries 
affected by thickening of the tunica albuginea. Nevertheless, we 
were sometimes gratified to find that a patient who was sterile, 
conceived after the operation of partial ovarian resection. In one 
case of double ovarian dermoid tumours one ovary was removed, 
and a mere shell of the other was left. The patient conceived shortly 
after the operation and was delivered in hospital at term of a 
healthy baby. 

In all benign solid and cystic tumours, ovariotomy was _ per- 
formed on the affected side only. We were forced, to this course 
since the Egyptian women value the power of procreation as 
second only to life itself. We believe, however, that it is sounder 
practice that all solid tumours should be treated as if they were 
malignant. The uterus as well as the other ovary should be re- 
inoved at the same time as the tumour, This treatment safeguards 
the patient from recurrence and metastases. We take this view 
as we are convinced that it is impossible to judge by naked-eve 
appearances whether a certain solid tumour benign cr 
malignant. The microscope itself is not infallible. It is a well- 
known fact that it is often difficult in a hard connective tissue 
tumour of the ovary to decide histologically whether it is an 
innocent fibroma or a spindle-celled sarcoma. It may also be that 
sections taken from different parts of the tumour show different 
results. 

We have examined for the purpose of this paper 54 
of the above-mentioned tumours which had been preserved as 
specimens. 

In three tumours which were originally diagnosed as fibroids, 
careful examination of sections taken from different parts of the 
tumour revealed sarcomatous areas in) some of the sections. 
Most writers on gynecological pathology agree on this point. 
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Kiden and Lockyer go a step further when they assert ‘“‘that an 
apparently simple fibroma with a structure indistinguishable from 
that of the ovarian stroma may prove to be extremely malignant, 
and lead to rapid dissemination, so that the prognosis upon 
histology alone may prove to be quite misleading.” 

It is, therefore, not surprising that of the 15 fibroid tumours of 
the ovary operated on by us, we had three recurrences within one 
to three years after the operation. 

Our attitude as regards cystic tumours is more conservative. 
We remove all cysts intact, however big they may be. They 
are then opened by an assistant and search is made for any solid 
masses of soft, brain-like, white or yellowish areas within the 
tumour or in the capsule. If any such areas are present the other 
ovary and uterus are removed. In support of this attitude 
my friend and colleague Dr. Sorour Bey demonstrated the 
specimens and microscopical sections of an innocent looking cyst in 
which an endotheliomatous area was found in a thickened part of 
the capsule. He has also described another cystic tumour, in which 
a small solid mass at one pole revealed a very cellular fibro-myxo- 
matous mass which shows very suspicious phenomena of malig- 
nancy. 

The clinical history also supports this view. In_ illustration 
of this we will mention the tollowing two cases :— 

We operated on a girl of eleven years of age for a big uni- 
locular cyst that filled the abdomen. The cyst wall was thin and 
almost translucent, except in a small area where there was thicken- 
ing of the capsule. The cyst was removed intact and preserved 
as a specimen, One year later the patient returned with the other 
ovary invaded and the scar studded with irremovable semi-solid 
inasses. Examination of the original cyst showed a sarcomatous 
area at the thickened part of the tumour. 

2. A patient 32 years of age was operated on for proliferating 
papillomatous cysts with considerable ascites. Double ovariotomy 
was performed. ‘The pelvis was found blocked, the intestines 
covered by irremovable implantations. The tumours removed were 
reported benign microscopically. Examined one year later the 
pelvis was quite free, the implantations having quite disappeared, 
and there was no recurrence of the ascites. For three years the 
patient felt very fit, and menstruation was kept regular with the 
administration of ovarian extract. The patient then began to 
complain of headache and it was discovered that she had a 
malignant tumour of the cerebellum. | have always wondered 
whether the cerebellar tumour had any connexion with the papil- 
lomatous cyst | removed. 
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Anaesthetic. Almost all cases were operated on under stovaine 
anesthesia. This valuable anzsthetic enables one to operate with 
success on very old and debilitated patients who would certainly 
succumb, were any other method of anzesthesia used. In a patient 
zo years old who had a malignant cyst adherent to the transverse 
colon, the latter was resected and an end to end anastomosis carried 
out. Thanks to stovaine anesthesia the patient did not have any 
shock and made an uneventful recovery. 

Mortality. We lost three cases. Two had malignant cysts in 
which implantations were found in the peritoneal cavity. The 
third was a case of a suppurating cyst, which ruptured and gave rise 
to acute peritonitis before the patient was admitted to hospital. 


Il, Ovarian TUMOURS COMPLICATING PREGNANCY, LABOUR AND 
THE PUERPERIUM. 

The ovarian tumours that complicated pregnancy, labour and 
puerperium which {| met with, were 16 in number. Two compli- 
cated pregnancy, three complicated labour, and eleven the puer- 
perium. 

a. Tumours complicating pregnancy. These were two in 
number. In the first case | was forced to operate on account of the 
cyst being impacted in the pelvis and causing pressure symptoms. 
The patient was two months pregnant. In the second case, the 
tumour was solid and weighed 15 kilos. when removed. The 
patient was three months pregnant, and applied for treatment for 
symptoms of twisted pedicle. Both cases recovered uneventtully, 
but the first case aborted, though great care was taken not to 
disturb the uterus during operation. 

b. Tumours complicating labour. 1 had three cases complicating 
labour. In two of these rupture had occurred soon atter labour 
started. On admission the cervix was fully dilated. Delivery was 
effected by the forceps. The abdomen was then opened and 
the tumour removed. | 

In the third case the tumour was blocking the pelvis. The 
patient had been in labour for two days. Ovariotomy was per- 
formed, and the baby was born naturally while the skin incision 
was being closed. 

c. Tumours complicating the puerperium. | had eleven cases of 
this complication, All patients applied for treatment in the first 
three weeks of the puerperium with acute abdominal symptoms. 
In four cases | found the pedicles twisted. In five, the tumours 
were necrotic. In the remaining two the tumours had ruptured 
during labour. Both had symptoms of acute peritonitis. In one 
of these the cyst was found to be tubercular and the other was a 
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dermoid. It is my practice in dealing with these cases to disturb as 
little as possible intestinal adhesions. | confine myself to simple 
liberation and removal of the tumour. 

The condition of the patients when they applied for treatment 
was so grave that in some cases | hesitated before interference. 
I have no doubt but that ovarian tumours are a grave compli- 
cation of pregnancy and should be removed as early as possible. 

Mortality. 15 cases recovered. One patient, who applied for 
treatment seven days after an ovarian dermoid tumour had ruptured 
during labour, died. She showed signs of puerperal sepsis as 
well, and had been confined by a local midwife. 

Our thanks are due to Dr. Ibrahim Eff. Magdi, our Gynzcolo- 
gical Registrar for help in compiling’ statistics. 
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Urinary and Recto-Vaginal Fistule in Women.* 


By. Dr. N. MAuFouz Bey. 


Professor of Gynecology and Obstetrics, Faculty of Medicine, 
Cairo. Gynecologist to Kasr El-Ainy Hospital. Senior 
Gynecologist to the Coplic and Lord Kitchener’s Memorial 
Hospitals. 


URINARY FISTUL®. 

History. As far back as the 11th century mention was made 
by ancient writers of urinary fistula in women. That the condition 
existed from time immemorial there can be no doubt. 

Professor Derry of the Faculty of Medicine, Cairo, when 
examining the mummy of Queen Henhenit, one of the wives ot 
Mentuhotep, who reigned about 2050 B.c., discovered a large 
vesico-vaginal fistula. He describes the pelvis of the Queen as 
being corttracted, and believes the death which occurred at the 
early age of 31, to be due in all probability to childbirth. 

Avicenna,! the renowned Arab physician who died in 1037 A.D. 
_ was, I believe, the first to recognize that incontinence of urine in 
women may be due to fistula produced by difficult labour. In his 
book ‘‘Alkhamen,”’ in the chapter on preventatives of pregnancy 
he gives the following quotation. ‘‘In cases in which women are 
married too young, and in patients who have weak bladders the 
physician should instruct the patients in the ways of prevention 
of pregnancy. In these patients the bulk of the foetus may cause 
a tear in the bladder which results in incontinence of urine. This 
condition is incurable and remains so till death.” 

Albucasis,? the greatest of Arab surgeons, who died in 1106 A.D., 
described urinary fistulze in men, but made no mention of that 
condition in women. 

In modern history we find Roonhuyse? in 1672 attempting to 
cure fistula by operation. Fatio,4 in 1752 left admirable accounts 
of his early and unsuccessful attempts to cure these miserable 
sufferers. Dieffenbach and Jobert de Lamelle,® writing later, 
described an improved technique. The first successful cases were 
reported by Mettauer,® Elayward? and Pancoast® in) America 
(1787-1847), and in France by Maisonneuve® (1848). 


*Read before the International Congress, Cairo, 1928, 
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In 1852, Sims,!° the greatest of American Gynecologists, pub- 
lished a description of his technique in which he revolutionized 
the whole treatment of fistula, and placed “it on a really sound 
basis. In 1854 Gustav Simon published a monograph sug- 
gesting a method of closing the fistula by means of two rows of 
sutures. 


To Mackenrodt!? (1894), is given the credit of separating the 
bladder from the vagina and stitching each layer separately, but 
if we go back 30 years earlier we find Maurice Henry Colles, the 
Dublin Surgeon, proposing a procedure which may be considered 
as the idea from which Mackenrodt’s operation developed. Colles’s 
work has been entirely neglected by all writers on the history of 
fistulze. 


| shall, therefore, describe his technique as published in the 
Dublin Medical Journal of May, 1861. It runs as follows :—‘‘The 
operation consists of splitting the margins of the fistula all round 
so as to separate the vesico-vaginal septum into two equal portions 
one half consisting of the vaginal mucous membrane and _ sub- 
mucous tissue; the muscular portion of the septum being equally 
divided between the two.’’ This is, I believe, a step in the 


direction of separating the bladder and stitching it as a separate 
layer. 


It is worthy of mention that in 1881, Lawson Tait popularized 
Colles’s method, and applied the principle to complete rupture of 
the perineum, giving full credit to Colles. (Worrel: Journ. of 
Obstetrics and Gynecology of the British Empire, Vol. 16). 


In 1887, Herbert Milton’? of Kasr-El-Ainy Hospital devised 
several useful instruments and a method of transplanting the lost 
base of the bladder by skin flaps taken from the labia. 


In 1890, Trendelenburg'* and several others, proposed and 
practised the supra-pubic route in operating on fistulze which are 
inaccessible from the vagina. All later techniques are mere modi- 
fications of Mackenrodt’s operation, adopted to suit the different 
types of fistulae met with. 


THE AIM OF THIS PAPER. 


| propose in the following lines to give a resumé of 234 opera- 
lions performed by me during 1907-1928 at the Gynezecological 
Clinic of Kasr-El-Ainy Hospital and at the Coptic and Lord 
Kitchener’s Memorial Hospitals, as well as 42 operations performed 
by Professor Dobbin and Dr. Shafik, the total being 276. 


Varieties. The fistulee were divided as follows :— 
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231 Vesico-vaginal. 
18 Vesico-cervico-vaginal. 
8 Urethro-vaginal. 
7  Vesico-cervical. 
5 Vesico-urethro-vaginal. 
4 Uretero-cervical. 
3. Uretero-vaginal. 


276 


Results. 238 were cured, 28 relieved, but ten were not bene- 
fitted by the operation. Seven cases were operated on twice, two 
operated on three times, two four times, one five times and one 
six times before they were cured. The percentage of cures of all 
cases was 86.5 per cent. 

Causes. 259 cases were the result of pressure necrosis, pro- 
duced by impaction of the presenting part in cases of difficult 
labour, eight cases were due to accidental injury of the bladder 
and are divided as follows :—Five in newly married girls with 
vaginal atresia. The injury to the bladder was produced by the 
husbands in attempting to force a passage in the vagina. The 
sixth case occurred in a patient who was in labour at term. She 
conceived in spite of the fact that her vagina was replaced by a 
minute track 7 cms. in length, and not wide enough to admit a 
bristle. Her medical attendant attempted delivery by the vagina. 
He slit the urethra and bladder almost up to the peritoneum in 
his attempt. This patient I dealt with by Czesarean section and 
subsequent treatment of the injury. In the remaining case the 
urethra and bladder were slit by a young surgeon in his attempt 
to operate on a case of hzematocolpometra. Only two cases were 
due to bilharzial infection. It is surprising indeed, that while 
bilharziasis accounts for almost all the urinary fistulze in men, it 
is responsible only for under one per cent in women. 

None of the fistula we had were due to radium ulcerations or 
to accidental injury in operating for cancer. Fistulz due to malig- 
nant diseases were naturally refused operation. 

Pathology. ~The fistulz differed in size, from tiny holes which 
would not admit a bristle, to great big gaps produced by total 
destruction of the base of the bladder and vesico-vaginal septum. 

As a general rule the position of the fistula depended on the 
seat of pelvic contraction, and on the degree of dilatation of the 
cervix and the position of the bladder when pressure of the pre- 
senting part occurred; but we have seen cases in which the head 
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was retained at the brim and yet the bladder was so pulled up, 
and the urethra so elongated that the resulting fistula involved the 
neck of the bladder and the urethra. 

Of the cases produced by difficult labour, about two-thirds 
were due to contracted pelvis, mostly of the flat type. The pelvic 
measurements were verified by X-ray plates in many cases. In the 
remaining third, malposition, premature rupture of the membranes 
and hydrocephalus were the chief causes. In cases due to neglected 
shoulder presentations the destruction of tissues was in many 
cases appalling. 

In some of the large fistula the mucous membrane of the 
opposite vesical wall bulged through the fistula forming an ceda- 
matous rugose swelling, deep-red in colour and encrusted with 
phosphates. In such cases I find it a great help to plug the 
bladder before commencing the operation. 

In cases of cervical fistulae in which the cervix had sloughed 
away, it was often possible to see the orifices of one or both 
ureters opening in the scarred vault. The urethral fistula and 
fistulee involving the neck of the bladder were frequently inti- 
mately adherent to the pubic rami. 

In five cases the fistulze were, so to speak, valvular. They 
sometimes led to the bladder by a long irregular track. The 
opening in the bladder was, at intervals, blocked by a polypoid 
projection of mucous membrane. This was verified by cystoscopic 
examination. 

The smallest fistulae were often surrounded by dense scar 
tissue, and were generally the result of bigger ones that contracted 
down by retraction of the scar. When dissected the resulting gap 
was surprisingly large. 

Operability. All cases that applied for treatment were attempted 
We have only rejected cases in which the urethra and sphincter 
were totally destroyed, and cases in which the bladder wall left 
was not sufficient to form a sufficient bladder. In these cases the 
operation is doomed to failure. The urine leaked involuntarily 
from the urethra in the first cases and was voided extremely fre- 
quently in the second. From the patient’s point of view there 
was no gain from the operation though it was technically successful. 

Time of operation. Wt is surprising what nature can do in the 
first two months. Quite large holes in the bladder occasionally 
healed spontaneously. But once the mucous membranes of the 
bladder and vagina have united together all hope of spontaneous 
cure is lost, 

Preparation of the patients for operation, Careful preliminary 
preparation was carried out in all cases, We waited until all un- 
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healthy discharges had ceased, ulcerations were cured and the urine 
became free from pus. All concomitant complications such as 
parametritis, pyosalpinx, vaginitis and vulvitis should be 
thoroughly dealt with. 

In one case which was operated on unsuccessfully five times, 
before she came to us, we found the cause of failure to be a large 
stone encysted in a diverticulum of the bladder and hidden from 
view. We crushed the stone and the fistula closed spontaneously. 

Anaesthetic used. Stovaine spinal anzsthesia was used in all 
cases. Stovaine is the ideal anzsthetic for fistula. It lasts sut- 
ficiently long for the operation, and the anesthesia of bladder and 
vagina is perfect. The perineum is always very lax and can be 
adequately depressed. 


THE OPERATION, 
Attention to details. We attribute success in the operation to 
be due to careful attention to the following points :— 

1. Good exposure and the use of artificial light. 

2. Thorough depression of the posterior vaginal wall. This can 
be attained by using stovaine. Schuchardt’s lateral incision was but 
rarely necessary. 

3. Not sacrificing any tissue, unless it be thinned out and 
unhealthy. 

4. Dissection of the bladder wall should be sufficient to ensure 
wall in inserting the sutures. 

5. Paying particular attention to the sides of the fistula, which 
should be properly inverted. Accurate approximation with inver- 
sion can only be accomplished if the sutures are applied a few 
millimetres from the edges. 

6. Not applying sutures to thinned out unhealthy tissue and 
never to tie the sutures too tightly. Strangulation of the tissues 
is the cause of many failures. 

7. To use small round needles and not to perforate the bladder 
wall in putting the sutures. 

8. Paying equal attention to the small and large fistule. 

Failure is more common in the former. They are often sur- 
rounded by dense scar tissue which heals very badly. 

Technique. An incision is made in the anterior wall of the 
vagina, which encircles the fistula and extends sufficiently above and 
below it, to ensure the formation of flaps and wide dissection of the 
bladder walls. Chromic catgut was used for closing the bladder and 
silk worm gut for the vagina. We test the impermiability of the 
bladder before applying the vaginal sutures. We tie a catheter 
in the bladder and keep the urine sweet by a mixture containing 
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urotropine, buchu and hyoscyamus. We found mushroom 
catheters irritated the neck of the bladder and abandoned their 
use. The bladder is douched with boracic solution once every 
two days, to prevent blockage of the catheter. The catheter is 
removed on the eighth to tenth day if not blocked. The sutures 
are removed on the 14th day and the patient is instructed not to 
have intercourse with her husband for two months. Neglect of 
calling the attention of the patient to this precaution has caused 
the scar to break down in three cases. 

Urethral Fistula. In performing operations for these fistulz 
we tie the rubber catheter before the sutures are applied. The 
wound is closed antero-posteriorly so that the resulting scar is 
transverse, and not in the line of the catheter. This prevents 
constriction of the urethra. Failure of the operation is sometimes 
due to the constant irritation of the wound by the catheter lying 
in direct contact with it. This can be remedied either by passing 
the catheter every six hours or else draining the bladder through 
an artificial fistula made at the base. When the catheter used for 
drainage is removed the wound heals readily. 

Sloughing of the neck of the bladder as a result of difficult 
labour. In four of our cases the entire neck of the bladder had 
sloughed away leaving the remaining portion of the bladder open- 
ing directly into the vagina. In these cases | made an extensive 
dissection of the bladder on all sides, sufficient to mobilize it and 
bring it down to the urethra. I then dissected out and removed 
the scar tissue that intervened between the bladder and urethra, 
and anastomosed the one to the other. The result was good in 
three cases out of the four. 

Vesico-cervical fistulae. In vesico-cervical fistulae found 
dissection of the bladder up to and beyond the fistula not as easy as 
it might seem to be. The ureters were often dangerously implicated 
in the scar tissue surrounding the fistula. In one case the sutures 
kinked the ureters and caused severe pain in the kidney of the 
same side. I had to remove the sutures the same day. 

I] have found that cutting the cervix mesially up to the 
fistula gives a good exposure and facilitates the dissection of the 
bladder considerably. In the case just mentioned, cutting the 
cervix mesially enabled us to dissect the ureteral orifices carefully, 
and to apply the sutures away from the edges and in such a 
manner, that when they were tied the orifices looked inwards. 

Abdominal route. We resorted to the abdominal route in five 
cases only. The cases in which this route is usually indicated, 
vis. fistula at the vault, which are inaccessible owing to narrow- 
ness of the vagina by dense scar tissue, offered considerable 
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technical difficulties when attempted by the abdomen. You cannot 
push the bladder up satisfactorily from below, which is the only 
method to bring the fistula within easy reach by the abdomen. 
To pull them up by sutures applied to the edge of the fistula, as 
is generally advised is not easy, and if the bladder is densely 
adherent the sutures cut through. 

Fistula pinned to the pubic rami. In fistulae pinned to the 
pubic rami we have advantageously combined the abdominal and 
vaginal routes. 

Colpocleisis. Colpocleisis was performed in five cases. We 
absolutely condemn this operation. The patients subsequently 
developed cystitis, pvelitis, calculi and septic metritis. In three 
of these cases in which colpocleisis was demanded by the patient 
we preceded the operation by subtotal hysterectomy to stop 
menstruation. 

Our thanks are due to Professor Derry for having kindly 
furnished us with notes on Queen Henhenit’s fistula and to Dr. 
Abdalla Eff. Rafla, the Gynaecological Tutor, for help in collecting 
statistics. 


RECTO-VAGINAL FISTUL®. 


This is a record of the causation, treatment and results of 30 
operations for recto-vaginal fistulz, performed by me at the 
Gynecological Section of the Kasr El-Ainy Hospital, and at the 
Coptic and Lord Kitchener's Memorial Hospitals, between 1907- 
1928; as well as 13 operations performed by Professor Dobbin and 
six by Dr. Shatik, the total number being 4o. 

Causation. 41 cases were due to irregular healing of perineal 
lacerations involving the recto-vaginal septum. The muscular 
part of the perineum heals, but the thin septum remains open. 
One case was due to rupture by attrition caused by impaction of 
the head, in a generally contracted flat pelvis. 

The remaining seven cases were divided as tollows :— 

One was caused by tearing of the vault of vagina and rectum 
due to sexual intercourse in a child at the age of 10; one case was 
congenital; the remaining five cases were due to accidental opening 
of the rectum in attempts to make a passage in the vagina in newly 
married girls with vaginal atresia. 

Position. We shall classify these fistulae, according to the 
mode of operation suited for their cure, into three categories :— 

1. Fistula situated at or near the perineum, 

2. Fistule situated in the middle third of vagina, 

3. Fistula situated at the vault, 
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Treatment. The fistulz situated at or near the perineum, were 
all treated by splitting the perineum and performing a complete 
perineorrhaphy on the lines of Lawson Tait’s operation. We 
found it advantageous to put sutures on either side of the perineal 
muscles before cutting. This enables us to identify them easily 
in reuniting them. In some of our early cases we attempted 
repair without splitting the perineum, but the operation failed in 
a large majority of cases. 

Fistula in the middle third of the vagina were treated in the 
following manner :— 

An incision was made in the middle line of the vagina crossing 
the fistula and extending one inch above and one inch below it. The 
vaginal and rectal walls were widely separated from each other. 
The rectum was then mobilized by further dissection on either 
side. The rent in the rectum was then united by chromicised 
catgut. Silk worm gut was used for the vagina. 

We had two cases of fistulae of the vault. The first was pro- 
duced by attrition, caused by impaction of the head in a woman 
with generally contracted and flattened pelvis. I twice attempted 
to repair it by the vaginal route and failed. The patient left the 
hospital unrelieved. This is the only failure we had in the series. 
All the other cases were cured. 

The second case was due to sexual intercourse with a child 
ten vears of age. My failure in the last case led me to adopt the 
abdominal route in dealing with this. 

On account of the unusual manner of causation in this case | 
shall describe it in detail. 

| am indebted to Dr. Elizabeth Newboult, my assistant at the 
Lord Kitchener’s Memorial Hospital, for the following notes. 

“TEAR. a well-built Sudanese girl about 12 vears of age, was 
admitted to hospital complaining of passing her stools by the 
vagina. 

History. Patient was married two vears ago. Menstruation 
has not vet appeared. Two months after marriage she experienced 
a sudden sharp pain during coitus, which was being attempted 
for the first time. This was followed by hamorrhage and the 
passage of faeces from the vagina. After a stormy illness she 
recovered, but her stools have ever since been passed by the 
vagina. 

Examination, By vaginal examination fecal fistula was 
found at the vault sufficiently large to admit two fingers. It was 
surrounded by dense scar tissue and was quite immobile. The 
uterus was anteverted and flexed. The aperture in the rectum 
could not be reached by rectal examination. 


: 
3 
| 
“a 
° 


Urinary Fistule in Women 589 


Operation. The abdomen was opened in the middle line by 
a subumbilical incision. The patient was then placed in Tren- 
delenburg’s position. The uterus was pulled up by two traction 
sutures. The rectum was then separated from the posterior wall 
of the uterus and vagina. This separation was extremely difficult, 
and when completed, the upper part of the rectum was found 
almost severed from the lower except for a small bridge of tissue. 
The rent was then closed in two layers; the first was sutured by 
catgut that passed through all layers and the second by silk that 
went through the peritoneum and the muscular wall only. The 
rent in the vagina was left open. The abdomen was closed in 
layers. 

The patient was given the routine treatment for an abdominal 
section. The wound healed by first intention and her recovery was 
uneventful. When examined six months later the vaginal vault 
revealed a firm scar. The uterus was quite mobile.”’ 

On examining recent literature available to me, I was struck 
by the fact that no mention was made of the abdominal route in 
treating these cases. Iden! described a difficult case in which he 
removed the uterus and did a preliminary inguinal colotomy. He 
considered this precaution necessary as it cuts off the tecal stream 
from the affected segment of the intestine. 
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Ectopic Endometrium in a Macacus Rhesus. 


By A. D. Fraser, M.A., B.Sc. (Glasgow), M.B., Ch.B. (Bristol). 
Pathologist, Bristol Royal Infirmary. 


THE occurrence of ectopic endometrium in a rhesus monkey is of 
interest, since no endometrial growths in animals—apart from 
those produced experimentally—have been recorded. 

The monkey in question was one of a batch supplied to a Zoo- 
logical Gardens by a London dealer. Six months after its arrival 
in the Gardens the animal was destroyed for reasons which had 
no concern with its state of health. 


Post-mortem Examination. 

The carcase was that of a fully grown female macacus rhesus 
apparently in good general condition. The umbilical region was 
swollen and protuberant from the presence in the subcutaneous 
tissue of a firm rounded tumour about the size of a walnut. Situ- 
ated at intervals along the attachment of the mesentery to the 
ileum there were 23 firm nodules, rather irregular in outline and 
varying in size—the largest being about one inch in diameter. 
Attached to the right sacro-uterine fold there was a_ slightly 


pedunculated growth the size of a small pea and brownish in 
colour. 


The other organs were normal, with the exception of the uterus, 
which appeared somewhat enlarged. 


Microscopic Examination. 

Many small discrete endometrial growths were present in the 
wall of the uterus and in the posterior wall of the cervix. A few 
of these endometriomata were situated just under the peritoneal 
covering of the uterus. All the growths were composed of 
islands of endometrium and a surrounding layer of hyperplastic 
smooth muscle, 

The nodule on the sacro-uterine fold was composed of islands 
of endometrium in a fibrous tissue matrix. 

The mesenteric nodules were of a similar nature and in places 
the endometrium had penetrated the bowel wall as far as the 
muscularis mucose. The endometrial islands were surrounded 
by fibrous tissue or hypertrophied smooth muscle, according to 
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Fig. 1. Section of the uterine mucosa 
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Fig. 2. High power view of the uterine mucosa. < 
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their situation either outside or in the muscle coats of the bowel. 
In some places active cell proliferation of the invaded muscle was 
seen but there was nothing in the nature of cell destruction or 
inflammatory exudate. The endometrial glands varied in appear- 
ance. Some were of the resting stage type, others premenstrual 
and a few were cystic and lined by flattened epithelium. Evidence 
of old and recent hemorrhage was present in the gland lumina 
and cytogenic stroma. 

The umbilical tumour was somewhat encapsuled in nature and 
had no obvious connexion with the peritoneum. It was composed 
of endometrial tissue lying in a fibrous matrix. There was no 
smooth muscle. 

No endometrial tissue was found in the ovaries, which contained 
many primordial and Graafian follicles. The Fallopian tubes were 
patent as evidenced by the examination of sections made at inter- 
vals along their length. A careful examination of the lungs, liver 


and other internal organs did not reveal any trace of endometrial 
tissue. 


A Hydatid Cyst of the Kidney, Complicating the 
Puerperium. 


By A. Forbes Cowan, M.B., Ch.B. (Edin.), F.R.C.S. (Edin.) 
Wellington, New Zealand. 


Mrs. D., aged 23 a primigravida, following an uneventful preg- 
nancy gave birth, on August 12th, 1928, to a full time male child 
weighing five pounds. The position of the vertex was a left occipito- 
anterior and labour lasted eighteen and a half hours. 

The puerperium for the first five days was normal, but on the 
evening of the fifth day the pulse rate rose to a hundred. On 
the evening of the seventh day, i.e., August 1gth, the temperature 
rose to 102° F., the pulse rate was 102 and that of the respiration 17. 

An examination of the pelvic contents failed to discover any 
cause for this change: the lochia were normal and _ inoffensive. 
There was not any albumin or pus in the urine. “The abdomen was 
distended and there was dulness over the left side which was tender 
and rigid. There was not any tenderness over the costo-vertebral 
angle. The right side of the abdomen was tympanitic. 

The uterus was involuting satisfactorily. As none of the signs 
or symptoms were of a nature requiring urgent interference 
1 decided to ‘‘wait and see.” 

On the eighth day the temperature was 99.4. F. in the morning 
and gy.6°F. in the evening ; on the ninth day the temperature was 
normal in the morning and tor’ F. in the evening. From the roth 
to the 16th day the temperature rose in the evening to gg.2°F. 
and the pulse rate was 82. 

By this time the abdominal rigidity had disappeared and a 
large, tense, rounded tumour could be felt filling up the whole 
of the left side of the abdomen, and extending into the left loin, 
but not, so far as could be felt, connected with the pelvis. On 
August 30th, the 17th day of the puerperium, | decided to explore 
the abdomen. 


Operation, Vhe abdomen was opened by an incision over the 
left. rectus below the umbilicus, the muscle being retracted out- 
wards. The tumour was found to be an enormous cyst, probably 
having had its origin in the left kidney. It was found to extend 
beyond the middle line and up to the diaphragm on the left side 
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to which it was adherent. There were also dense adhesions 
between the cyst and the posterior abdominal wall. Removal was 
impossible. The cyst was therefore fixed to the anterior abdominal 
wall to be later marsupialized, a small syringe was used to aspirate 
it for purposes of examination. The fluid was suggestive of that 
of a hydatid cyst. It was deemed inadvisable to open the cyst 
for a few days as it was obviously infected. 

On September 3rd, however, the temperature, having remained 
normal until then, in the morning rose to 99.8 F. and in the 
evening to 101.8 F., the pulse and respiration rates respectively 
being 104 and 24. 

The patient complained of continuous pain on the right side of 
the abdomen which was distended and tympanitic but moved freely 
on respiration. On the left side there was tenderness in the loin. 
An enema was given which produced a fecal result but only 
a little flatus was passed. 

On September 4th the temperature was still raised and there 
was a considerable amount of vomiting. In the evening the patient 
seemed better and the pulse rate was slower. There was a motion 
after an enema in the evening. 

On September 5th the patient was worse. There was continuous 
vomiting of bile. An enema was given but did not produce any 
flatus. 

It was evident that operative interference was urgently required. 
After consultation with Mr. Ackland of Christchurch it was decided 
not, in the first place, to open the general abdominal cavity but to 
open the cyst immediately and clear it out. This was done. The 
diagnosis of hydatid cyst was confirmed ;a great number of daughter 
cysts was evacuated and the mother cyst wall curetted; the fluid 
was purulent. A large rubber drain was inserted. 

By the following day all vomiting had stopped. The distension 
was gone and the patient, who was much better, thereafter made 
an uninterrupted recovery. The cyst was washed out twice daily 
for several days with one per cent. formalin and subsequently 
with saline. The tube was gradually reduced in size. 

On October 20th, the patient was discharged from hospital, the 
superficial wound having almost healed with the exception of the 
sinus opening which extended to the upper end of the cyst under 
the diaphragm. The sinus was now of small calibre and held only 
a strip of rubber dam, and was packed for an hour on the day of 
discharge with a narrow strip of gauze soaked in 25 per cent. 
argyrol., This was repeated on several subsequent occasions. The 
sinus was completely healed in six months. 


The growth of hydatid cysts being about one inch in diameter 


| 
: 


594 Journal of Obstetrics and Gynecology 


per annum it was estimated that this cyst had been in existence 
for about ten years, not having given rise to any signs or symptoms 
until the trauma consequent upon the confinement caused the cyst 
to become infected. 

It is curious that so large a tumour should not have caused 
any disturbance during pregnancy. It is also remarkable how, in 
six months, so large a cyst, thick walled and adherent to its sur- 
roundings could become completely obliterated. 
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A Case Illustrating the (Efficacy of the Uterine Plug) 
as a Means of Preventing External Hemorrhage 
after Rupture of the Uterus.* 


By R. E. Tottrenuam, M.D., F.R.C.P.I. 
Professor of Obstetrics and Gynecology, University of 
Hong Kong. 


and 


D. K. Pitiar, M.D. 
Clinical Assistant lo the Obstetrical Unit. 


THE case was one of Siamese twins, admitted after having received 
treatment in another hospital. Although rupture of the cervix and 
lower uterine segment occurred, the patient lived until the fifth day, 
and then the cause of death was sepsis and not haemorrhage. 
The particulars and post mortem findings are as follows :-- 


T. T., age 31, seventh pregnancy. Full time. Labour started on 
August 19th, at g a.m.; a head was born at 5 p.m. The patient was 
admitted to the University Wards at the Government Civil Hospital 
at 8 p.m. On examination a head and three arms were found to be 
prolapsed outside the vulva. There was some difficulty in 
extracting the first child; the second was born without difficulty. 
Immediately after delivery, there was severe post-partum hamor- 
rhage obviously coming from a large tear of the cervix. The 
cervix was stitched, but the apex of the tear could not be reached, 
and in order to stop the bleeding the vagina, cervix, and body of 
the uterus were plugged with iodoform gauze. The day after de- 
livery the temperature rose to 104 degrees, and the pulse-rate to 
150. The temperature and pulse-rate remained approximately at 
these levels until the morning of the fifth day when the patient 
died. 

The foetuses, both females, combined weight ten pounds two 
ounces, were joined together by their chests. 

Post morlem findings. Tear of right side of cervix, involving 
the lower uterine segment, peritoneum intact, right uterine artery 
ruptured. The pressure of the plug had been sufficient to prevent 
the escape of blood externally, but blood had burrowed up behind 


*From the Obstetrical Unit, University of Hong Kong. 
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the peritoneum as far as the mesentery, and up to the right kidney. 
Cause of death, sepsis resulting from a condition of putrid endo- 
metritis. Cervix and upper part of the vagina in a sloughing 
condition. 

The case shows that although the uterine artery was torn, 
the pressure of the plug was sufficient to prevent the patient from 
dying from hemorrhage. 

In conclusion, we should like to thank Dr. D. J. Valentine 
(Medical Officer in charge of the Hospital) for his kind interest in 
the case. 
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Three Cases of Irremovable Ovarian Cyst Treated 
by Drainage. 
By R. E. Totrennam, M.D., F.R.C.P.1. 


Professor of Obstetrics and Gynecology, University of 
Hong Kong. 


D. K. M.D. 
Assistant lo the Obstetrical Unit. 


and 
K. Lam, M.B., B.S. 


Clinical Assistant to the Obstetrical Unit. 


AN adherent ovarian cyst is relatively common, but a benign cyst 
that is irremovable because of adhesions, is somewhat rare. We 
have lately met with three cases, some details of which are perhaps 
worthy of record. 

In each case the cyst was clinically benign, and after some 
months of drainage the opening in the abdominal wall closed up. 

1. T. L. C., age 31, married 15 years, had one child ten 
years ago. There is a history of pain, and swelling of the lower 
abdomen of four months duration. Menstruation is regular. 
There was a rise of temperature for some weeks before operation. 

Operation April 12, 1927. The cyst was the size of a seven 
months pregnancy, and was adherent to omentum, the posterior 
abdominal wall, and pelvic brim on the left side. The contents 
of the cyst were purulent, and bluish in colour, and as it was re- 
garded as irremovable, was brought up into the wound, and 
drained. The upper and lower abdomen were also drained. The 
sac of the cyst was syringed out daily. Autogenous vaccine was 
administereds The wound healed and the patient was discharged 
on 6th August, 1927.. In May, 1928 the health of the patient was 
satisfactory. 

Pathological report: B. pyocyaneus infection. 


2. S. Y., age 32, married 10 years, had one child five years 
ago. There is a history of abdominal swelling for nine weeks. 
Menstruation is irregular and profuse, and there is a profuse 
leucorrhoea. The urine contains albumin, 
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Operation October 27, 1927. The cyst was the size of a seven 
months’ pregnancy, and was very adherent, particularly to the 
posterior abdominal wall. The cyst was tapped, the opening 
stitched to the abdominal wound, and a drainage tube inserted. 
The wound healed and the patient was discharged on December 
22, 1927. When the patient was seen on April 20, 1928 there was 
not any abdominal swelling. 


Pathological reporl: A simple cyst; the Wassermann reaction 
is positive. 


3. M.L.S., age 34, married 18 years, has had four children, 
last pregnant four years ago. There is a history of swelling in the 
lower abdomen of six months duration. Menstruation irregular 
and profuse. 

Operation December 29, 1927. The lower abdomen was occu- 
pied by a tumour the size of a coco-nut, which was adherent to the 
intestines and omentum. In attempting to free the adhesions the 
cyst ruptured, and greenish pus escaped. The complete removal 
of the cyst was regarded as impracticable. The opening in the 
cyst was attached to the abdominal wound, and a drainage tube 
passed into the cyst cavity, the general abdominal cavity being also 
drained. The patient was discharged on February 16, 1928. The 
patient was seen and quite well in May 1928. 
Pathological report: The pus is negative. 
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Three Cases of Impacted Complex Presentation due to 
Incomplete Version. 


By A. M. Crave, M.D. (Leeds), F.R.C.S. (Eng.). 
Tutor in Obstetrics and Gynecology, University of Leeds. 


DurInG the past three years I have had to treat three cases of 
incomplete version, i.e. cases in which version had been previously 
attempted and succeeded only partially. 

The first case was Mrs. M.H., admitted to the Leeds Maternity 
Hospital an February 2nd, 1926, not in labour. She was a 3-para, 
her first labour having been terminated by craniotomy and her 
second by Czesarean section. A further operation had been per- 
formed for an incisional hernia which had developed. The patient 
was examined by the Honorary Surgeon per vaginam; he did not 
feel the sacral promontory and advised letting her go into labour 
with a view to natural delivery. On March 2nd the membranes 
ruptured at 10.30 a.m. At 3.45 p.m. the cord appeared at the 
vulva. I was at the time dealing with another case. The Assistant 
Resident found the vertex presenting and in the brim, and the 
cervix fully dilated; the umbilical cord was pulsating. He tried 
unsuccessfully to return the umbilical cord and then applied the 
forceps without success. Internal version was next attempted; 
the left leg was grasped and secured with gauze. The foot could 
not be pulled down to the vulva, as the head was still in the brim. 
I examined the patient later and found the left leg, right arm, and 
head impacted in the brim. With considerable difficulty I pushed 
the head up, and the half breech came down when traction was 
made on the leg; the rest of the delivery was not difficult; the 
forceps was applied to the after-coming head. The baby was 
stillborn, a full time male child (weight not recorded). The puer- 
perium was normal except for one rise of temperature to 99°. 

The second case was Mrs. W.W., admitted to the Leeds 
Maternity Hospital on August 18th, 1926, as an emergency with 
a message from the doctor that he ‘‘did a version and brought 
down a leg early this morning, but could not deliver.’”’ She was. 
a primigravida, aged 22. On admission the maternal pulse-rate was 
go; the inner surface of both labia minora was torn, the cervix was 
badly torn in front, and was not quite fully dilated. Impacted 
tightly in the brim were the face, in the right mento-posterior 
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position, the left hand, and left foot. The foot was entirely inside 
the vagina, not visible. | tried to push the head up and pull the 
leg down, but traction on the leg appeared to increase the impaction. 
With the help of Dr. Adamson I tried to push the limbs up in 
order to get the face lower, but without success. Ultimately the 
head was perforated through the left side of the frontal bone, and 
pushed up. Traction was then made on the left foot, and the 
child delivered without much difficulty as a breech. The promon- 
tory was very easily palpable. The child was a male, weighing 
6 pounds 7 ounces without the skull contents. 

The patient received 4o c.c. of anti-streptococcal serum on 
August 16th. She had a severe serum reaction with oedema of the 
face, swelling of the joints, and urticaria. There was not any fever 
over gg till the 20th day of the puerperium when the temperature 
reached 102°; it settled in four days. On the 1oth she had 
incontinence of urine, which gradually cleared up; she suffers from 
precipitate micturition up to the present time. 

The patient became pregnant again in March 1928. 1 examined 

her under anzsthesia on November 29th, 1928; the head was 
found to overlap markedly the pubes by Munro Kerr’s method, 
and the diagonal conjugate measured 10.6 c.m.. I performed 
Czesarean section on December 21st, 1928; the child, a male, 
weighed 7 pounds 7 ounces at birth; both did well. 
* The third case was Mrs. M.S., admitted to the Leeds Maternity 
Hospital on May 1oth, 1929, as an ‘emergency’ from the doctor 
who sent in the second case. Delivery with the forceps and version 
had already been attempted. The patient was a primigravida, aged 
31: her pulse-rate was go; the perineum and the vulva adjacent to 
the urethra were lacerated. Impacted in the brim were the vertex 
in the left occipito-posterior position, and the left foot ; the umbilical 
cord was prolapsed and not pulsating. The cervix was torn behind 
and to the right almost into the fornix. The foot was not showing ; 
I could not push it up, and traction appeared to increase the 
impaction, so the head was perforated through the left parietal 
bone and pushed up. Gauze was attached to the left foot and 
traction made, and the child was delivered without undue difficulty 
as a breech. There was no pelvic contraction. Owing to the 
mother’s collapsed condition (pulse-rate 130) the perineum was 
stitched, but not the cervix. The pulse-rate remained about 100 for 
live days and then settled. There was not any rise of temperature. 
The baby, a female, weighed 7 pounds 15 ounces without the 
skull contents, 

In connexion with these three cases the following points appear 
worthy of mention ; 
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1. In performing internal version it is necessary to make sure 
that the head passes above the pelvic brim before bringing the leg 
down through it. 

2. If the foot cannot be pulled low enough to make it appear ot 
the vulva on completion of the version, probably another part ot 
the child is in the brim and preventing the descent of the 
half-breech. 

3. In dealing with cases of this kind the least difficult method 
of delivery appears to be completion of the version and extraction 
of the child as a breech, preceded if necessary by perforation of 
the head. 

The practice of pushing the perforated head up into the uterus 
is obviously not without possible drawbacks; but it appeared to 
cause no trouble in the two cases in which it was used. I could 
not push the limbs up in either case, and I feared further impaction 
if I exerted traction with the three-bladed cephalotribe. 

I am indebted to Dr. Rhoda Adamson (Cases 2 and 3) and 


Mr. William Gough (Case 1) for permission to report the cases. 


Memoriam.* 


JOHN CAMPBELL. 
M.A., LL.D., R.U.I., M.D., M.Ch., M.A.O., F.R.C.S. (Eng.). 


Sir John Campbell's death is a great loss to the Belfast medical, 
school, of which he has been a leader for many years. He was an 
authority on gynecology and one of the most able surgeons in the 
North of Ireland. His wide experience and knowledge of medical 
science earned for him the confidence of his professional colleagues, 
and they held him in high esteem, too, for his excellent personal 
qualities. Throughout his career he observed faithfully the high 
traditions of the medical profession, and his undoubted wisdom and 
his sense of discretion and tact fitted him to be a leader of those 
with whom he was associated. Sir John was a kindly man, and in his 
life’s work he found an inspiration in the desire to relieve the 
sufferings of his fellow-men who had been stricken by illness. 


Born on 18th February, 1862, Sir John was the son of the late 
Rev. Robert Campbell, minister of the old Presbyterian Church 
in Templepatrick, Co. Antrim. As a boy he attended Roughfort 
National School, Templepatrick, and Hillbrook School, Holywood, 
subsequently becoming a pupil at the Royal Belfast Academical 
Institution. Later he went to the Royal University, and also 
studied in London, Paris, Munich, Vienna, Heidelberg and Bonn. 
In 1883 he took his B.A. degree, with first-class honours and ex- 
hibition, at the Roval University, and a vear later his M.A. degree 
with first-class honours. In 1887 he took the degrees of M.D., 
M.Ch., and M.A.O., and in 1891 he took the Fellowship of the 
Royal College of Surgeons of England. During his college 
career he gained a scholarship in therapeutics and pathology at 
Queen's University, and secured the Coulter Exhibition at the 
Belfast Royal Hospital. 

For five years he was a demonstrator of anatomy, under the late 
Professor Redfern, at Queen's College, and was for a time assistant 
surgeon in the Children’s Hospital, Queen Street. He was also 
consulting surgeon to the Belfast Maternity Hospital. 

Sir John’s name will always be associated with the Samaritan 
Hospital, Belfast, in which he took the greatest interest. He was 
senior surgeon to the institution for many years, and did much 
to establish it on its present sound basis. For a period during the 


*With acknowledgements to ‘The Belfast News Letter. 
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war he was surgeon at No. 5 Brittish Red Cross Hospital in 
Wimereux, France. Sir John was also consulting surgeon to the 
County of Antrim Infirmary and several other public hospitals. 
He had an extensive private practice. He published ‘‘Clinical 
Gynecology” in 1go6, and in 1910 a text-book on Treatment 
of Midwifery and Gynecology.” 

He has been prominently identified with the affairs of Queen’s 
University, and on the death of the Rt. Hon. Sir Thomas Sinclair 
he was appointed to succeed him as chairman of Convocation, 
a position he held ever since. He was chairman of the Queen’s 
University Veterans’ Volunteer Corps, on organisation which 
existed prior to the war, and he acted as second-in-command and 
adjutant. 

In May of this year failing health compelled him to resign the 
chairmanship of the University Unionists’ Voters’ Association, an 
office he had held since that organisation was formed. 

In 1y02 and 1yo3 Sir John was president of the Ulster Medical 
Society, and he always took an active interest in its affairs. In 1g12 
he was chairman of the Ulster Branch of the British Medical 
Association, and for a time was a member of the British Medical 
Council. In tgog his services to medicine were recognised by the 
conferring upon him of the honorary degree of LL.D. at the Royal - 
University. 

When the Northern Parliament was formed in 1921 he was 
elected as one of the four Unionist members for Queen's Univer- 
sity, and he sat in the House until Parliament was dissolved this 
vear. He was knighted in 1025. Sir John belonged to the Non- 
Subscribing Presbyterian Church, and for many years was a 
prominent member of the Elmwood Avenue congregation. He is 
survived by his wife and their two sons, Mr. Robert and Mr. 
William Campbell, who are studying at Edinburgh and Queen's 
University respectively. 

It is needless to add that Sir John Campbell took a great 
personal interest in this Journal since its inception and was a 
shareholder. 


BOOK REVIEWS. 


“Teague of Nations—Health Organization—Cancer Commission. Report 
submitted by the Radiological Sub-Commission.’? Constable & Co. 
10 and 12 Orange Street, London, W. 2. 81 pages, 11 tables, 27 
illustrations. 


In the opinion of the Cancer Commission, the question of radiological 
treatment of cancer needs at the present time specially to be studied 
in relation to cancer of the uterus. In addition, in regard to. the forms 
of cancer which come under gynecological treatment, the great publicity 
now being given to the success of radictherapy, and the elaborate and 
costly apparatus and arrangements which are required for the practice 
of radiotherapy, has created a medical administrative problem for the 
study of which the collection of international experience is essential. 


The Cancer Commission, thercfore, appointed a Radiological Sub-Com- 
mission consisting of the following members: Professor Cl. Regaud, 
. Director of the Radiophysiology Laboratory of the Radium Institute. 
University of Paris, (Chairman). Professor A. Doederlein, Director of the 
Gynecological Clinic of the University of Munich. Dr. J. Heyman, Chief 
of the Gynecological Department of the Radiumhemmet, Stockholm, 
Professor W. Lahm, Director of the Pathologico-Histological Laboratory, 
the State Gynzecological Clinic, Chemnitz; Professor Pestalozza, Director of 
the Gynecological and Obstetrical Clinic Rome; Professor A. H. M. van 
Rooy, Director of the Gynecological Clinic of the University, Amsterdam ; 
Mr. Comyns Berkeley, Gynaecological Surgeon to the Middlesex Hospital 
and to the Middlesex Cancer Hospital, London, Sir George Buchanan, 
Chairman of the Cancer Commission, Ex Officio. 


The Sub-Commission was invited to give early attention to, and report 
upon, the following matters, inter alia :— 

1. The radiotherapeutic methods which can be regarded as being of 
established utility for the treatment of cancer of the cervix uteri, and the 


results which have been obtained by, and may be hoped from, such 
methods. 


2. The possibility of presenting statistically the results already 
obtained by radiotherapeutic methods, taking into account the need for 
allowing at least five years after the treatment before its “results”? can be 
described with confidence. In the event of it not being possible to obtain 
such statistics, the Sub-Commission was invited to lay down a uniform 
system of record, or a model schedule, which could be adopted in all 
countries and institutes where cancer is treated by radiotherapy, and thus 
to furnish a basis by which, in future, comparable statistics of the success 
of different forms of radiotherapeutic treatment, at different stages of 
the disease may be obtained. 
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3. The principles which should now be accepted, on the basis of ex- 
perience to secure that radiotherapeutic treatment of uterine cancer is 
organized on the most effective lines, and that any dangers which may 
have been demonstrated, are avoided as far as possible. 

It was decided by the Sub-Commission to confine the investigation, in 
the first instance, to the three large clinics ‘represented on the Sub-Com- 
mission, namely the Radiological Institutes of Stockholm and Paris, and 
the Frauenklinik of the University of Munich. 

The task of preparing the Report on items 1 and 2 was entrusted to 
Dr. Heyman (Stockholm), Dr. Lacassagne (Paris), and Professor Voltz 
(Munich). The statistical material obtainable from these Institutes was 
supplied to, and compiled by, Dr. Lane Claypon (London). 

The three experts mentioned visited the different Clinics concerned, 
and it was decided that. the duties laid upon them would best be carried 
out if the methods used and the results obtained at each clinic were re- 
ported upon individually. 

The Report of the Sub-Commission is largely concerned with the 
Reports of these three experts. Each Report states exactly the procedure 
adopted and the treatment given at the three Clinics chosen, and they are 
plentifully supplied with illustrations showing the various forms of ap- 
paratus used. In addition Tables are appended giving the results obtained 
and other information. ; 

The experts also furnished a joint report setting forth proposals for 
rules designated to facilitate the compilation of exact and comparable 
statistics. 

The following points were discussed by the Sub-Commission and 
decisions arrived at. 

1. The classification of the different varieties of utero-carcinoma. 

2. The grouping of carcinomata ofthe cervix uteri into different stages 
according to the extent of the growth. 

3. The data which are essential in a report dealing statistically with 
the results of radiological treatment, together with the results of radiologi- 
cal treatment, and with the method which should be employed in 
calculating the results obtained by the treatment. 

4. A scheme for setting out the details of the technique employed. 

5. The members agreed to the introduction in their respective institu- 
tions from 1929 onwards of the model individual case card, which is included 
in the report. This model case record card may be thought by some to be far 
too simple. The Sub-Commission was bent, however on producing a case 
record card from which all important details could be gathered by those 
who would eventually have the task of collating them. The idea was that 
most likely every institution would have its own method of recording its 
cases, probably in much greater detail, but that the examination and sifting 
of these from all the different countries would be an impossible task, and 
that, therefore, a simple case record card which everyone could use in 
addition to their own hospital notes and containing spaces for all the 
details suggested by, and required by, the Sub-Commission would suffice, 
and as a fact would be the only practical solution. ‘The various items, 
under the above five points are very fully dealt with. 

The Report ends with a Memorandum by Professor Regaud in which he 
points out the importance of carly diagnosis, appropriate treatment, and 
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the organization of the campaign against uterine cancer. It is a masterly 
exposition and in the words of the Report the Sub-Commission ‘cannot 
insist too strongly on the importance of the considerations which have been 
formulated in this Chapter. At a time when, throughout the world, the 
public as well as the medical profession are insisting on increasing the 
benefits which treatment by radiological methods can confer upon 
humanity, and large sums of money are being expended or about to be 
expended with this praisworthy object, the assertion of the principles 
set out in this Chapter is an important duty. These principles are believed 
to be truly international in their application, and represent the conclusions 
which the members of the Sub-Committee, with their very different practical 
experience, have been able to accept with unanimity. 


A word should be added to emphasize the first part of this chapter 
relating to the necessity for promoting earlier recognition of the presence 
of cancer of the uterus, and the consequent facility of cure by radiological 
treatment. Propaganda for this purpose is necessary in every country. 
No one “international”? method can be advised, since propaganda suitable 
to the social and medical conditions of one country may be quite unsuitable 
for another. The important point, from an international point of view, 
is to stimulate appropriate national efforts to this end.” 


Professor Regaud makes a strong point of one important aspect of the 
case, namely the number of doctors in every country, who are using 
radium in doses which do more harm than good, due no doubt to the fact 
that they are in possession of small quantities of radium only. Moreover, 
this danger is enhanced by the fact that probably most of them do not 
know the proper technique to apply and are using methods which have 
long been discarded as useless, and even dangerous, by experts who have 
had great experience. Anyone reading this Report must come to the 
conclusion that no doctor should use radium for cancer of the uterus until 
he has made himself thoroughly acquainted with the facts so clearly set 
forth in this very valuable document. 


3B: 


“Clinical Report of Queen Charlotte’s Maternity Hosptal for 1924.” 
Compiled by N. M.B., B.Ch. (B’hm.), F.R.C.S. (Eng.) and 
J. R. Tree, M.B., BS. (Lond.). Wilding and Son, Ltd., Shrewsbury. 


Tur “Clinical Report of Queen Charlotte’s Hospital for the year 1924”’ 
has been prepared by Drs. T. N. Sankey and J. R. Tree, who deserve 
much praise for the interesting manner in which they have presented their 
mnaterial. They have followed the standard scheme for the unification of 
reports trom the maternity hospitals and their detailed analysis deals with 
1,¢yg patients who were treated in the hospital wards. It is worthy of 
note, however, that there was no maternal fatality among the t 
paticnts who were attended in their own homes. 

The indoor cases comprise 1,720 “booked”? patients, and 179 
cases sent in by outside doctors or midwives. 9 This small 


1,900 


emergency 
number of 
emergency cases is remarkable, and it is instructive to compare the con- 
ditions under which different hospitals work in this respect. For example, 
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in the report for the year 1927 of the Glasgow Maternity Hospital we find 
the indoor cases grouped into three categories :— 


A. Cases which had been under antenatal supervision. 

C. Cases applying for admission without previous 
supervision. ... 


Total 


We would first direct the authors’ attention to several defects which 
could be avoided in future reports. The chief blemishes are errors in 
arithmetic and discrepancies in different tables. Thus, on page 10 the 
items in table B total 181 and not 179 as stated. On page 11 we are told 
that there was one case of brow presentation and 31 cases of heart disease, 
whereas on page 23 we read that there were two cases of brow presentation, 
and on page 12 that there were 32 cases of heart disease. The summary 
beneath the second table on page 12 states that there was only one maternal 
death and that seven babies died or were still-born; the table itself shows 
that two mothers died and that to the list of foetal deaths should be added 
one case in which the mother died undelivered, and one case of abortion. 
On page 17 the foetal mortality has been calculated on the total number of 
cases in the series, but it would have been more accurate to omit the 
patients who were dismissed undelivered, as the fate of the fcetus in these 
cases is unknown. On page iS the number of still-births is said to be 
eight ; the correct figure is nine. In the same table the remarks bracketed 
to Case No. 1729 belong to Case No. 1295, and the fetus of Case No. 1295 
is not entered as still-born as it should have been. In the second table 
the total number of cases is given as 8g, but the table shows only SS. 
This table also gives the foetal deaths incorrectly in both parts one and 
two, and in computing the percentage the authors have calculated from the 
number of mothers instead of from the number of babies, ignoring the 
large proportion of twins in this short series. The details given on page 
23 regarding Case No. 220 do not correspond to those in the case history 
on page 1g. On page 24 the table shows only 30 cases of twins despite the 
fact that the total is said to be 31 cases. The foetal deaths in cases of con- 
tracted pelvis are said to number 20, no notice having been taken of the 
14 cases of craniotomy. The fcetal deaths on page 25 are also incorrectly 
totalled, while on page 26 the total is correct but the percentage is wrong. 
Numerous discrepancies are evident between the details in the table on 
page 2g and the corresponding data elsewhere. ‘Thus, 177 cases of dispro- 
portion were treated by induction of labour according to page 24, but 175 
according to page 29; three cases of eclampsia according to page IS but 
twe only according to page 29; two cases of placenta previa according to 
page 25 but one case only according to page 20. Similarly, on page 43 
version is stated to have been performed on five cases of transverse lie, 
while in a table on page 23 it is stated that this operation was performed 
on six such cases. 

Uncorrected printer’s errors constitute another detect, e.g., ‘orthopmea’ 
(p. 15); ‘As? for ‘Os’ (p. 19); ‘S.C. for (p. 20); and ‘morbus cordia’ 
(p. 57). Perhaps the authors deliberately write ‘forceps were applied.’ 
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For the most part the case-histories are good, but in the first group 
(pp. 13—15) the style is too staccato and the reader is exasperated by the 
uecdless profusion of capital letters. The second set (pp. 57—62) contains 
some very interesting cases very well recorded. 

A few details here and there may not carry conviction, e.g., we are 
doubtiul if the first stage of labour in Case No. 1781 did last exactly 
6y hours 3 minutes, or the second stage in Case No. 1850 precisely 4 hours 
35 minutes. 

Turning now to more important matters we would suggest that the 
authors arrange their material so that the cases treated in the antenatal 
wards can be more easily traced. 

The report shows that practically not any cases of abortion were treated 
—a circumstance contrasting strongly with the practice of other Insti- 
tutions. ‘Two of the 32 cardiac cases were delivered by Cesarean section 
I,abour was induced in six cases, of whom two died—and this is not sur- 
prising. 

The case-histories of Cases Nos. B 1363, E 214 and E 1003 are most inter- 
esting. Commendably full tables set out the main details of the cases of 
albuminuria, and we note that in one patient with a S.B.P. of 200 mm. 
Hy. and a blood-urea of 218 mgm., Cresarian section was performed with 
success. Only 11 cases of eclampsia were treated during the year and, on 
the whole, they appear to have been relatively mild. A summary is given 
of the case-histories of some of these patients, including the case treated 
personally by Professor Stroganoff and previously reported by him in this 
Journal. 

There were 39 cases of placenta praevia, of which five were delivered 
by Cesarean section, the remainder being treated by the usual variety of 
minor expedients. Among the 23 cases of accidental hemorthage there 
Was 0 example of the concealed type, and no maternal death. 

Perhaps one of the most satisfactory aspects of the Report is the clear- 
ness with which the indications for the various obstetric operations are 
stated. By using the data provided the reader can fellow the judgment of 
the operator, and the Report is therefore of great value in enabling a com- 
parison of methods to be made. For example, induction of labour is 
commonly employed in Queen Charlotte’s Hospital in cases of dispropor- 
tion but is practically never used in similar cases in certain other insti- 
tutions, and a comparative study of cases and results is most instructive. 

Numerous points of interest will be found throughout the Report. 
Thus a case is recorded in which the third stage of labour was allowed to 
continue for nine hours before the placenta was manually removed. A 
case of complete tear despite episiotomy, one of delusional insanity accom- 
panying acute pyeclitis, one of locked twins, a fibroid tumour obstructing 
labour, a case of carcinoma of the rectum and other rare complications 
are recorded in considerable detail. 

Then follow statistics of maternal morbidity and maternal mortality 
and a series of case-histories of the fatal cases. 


The Report concludes 
with a Section on the Infant; prematurity, neonatal complications, fcetal 
abnormalities, still-birth, maceration, and neonatal death being considered 
in tabular form. 


J. H. 
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“Maternity Hospital Reports’? Tsan Yuk and Government Civil Hospital, 
Hong Kong, for the year ended, April 1928, by Professor R. E. 

Tottenham. 

“The Salvation Army Hospital, Clapton, London, for the year 1928.” 

These two institutions seem to be engaged in very similar work. At 
the combined Hong Kong Hospitals, there were 1,576 deliveries and at the 
Salvation Army Hospital 1,559, and both institutions appear to deal with 
unselected cases with few outside emergencies. 

Professor Tottenham writes a long report, profusely illustrated, with 
full page photographs of the Hospital and of the staff. It is rather more 
than a stereotyped clinical report, as it is full of platitudes and expressions 
of the Professor’s views, not only on treatment but on the world in general. 
The mortality is fairly average—5.1 per 1,c00. He is rather proud of this, 
and comments as follows :—‘‘Physicians of the last century realised the 
dangers of ‘‘Meddlesome Midwifery.’’ It would almost seem to be an axiom 
that in any given institution the mortality and the morbidity rate will 
vary directly with the number of operations performed. In the past year 
we have been fortunate in having been able to keep our total number of 
operations down to 61.” 

Now isn’t he rather confusing post hoc with propter hoc. Is it not the 
number of abnormal cases which influence the death rate ? 

His 61 ‘‘operations’’ are made up as follows :— 

Forceps 43; embryotomies 3; Caesarean sections 2; pubiotomy 1 (which 
died) ; bipolar version 5; internal version 2; manual removal of placenta 7; 
(we make this 63). 

At the Salvation Army Home, there were 138 “operations,’’ made up 
as follows :— 

Forceps 70; Caesarean section 31; podalic version 3; induction of 
labour 34; (manual removal of placenta is not stated), out of approximately 
the same number of cases with exactly half the maternal deaths. 

Now to compare the two institutions from the point of view of 
‘‘abnorinalities.”’ 


Abnormality Hong Kong. Salvation Army. 
Face presentation 1 2 
Breech presentation 38 35 
Transverse lie 4 4 
A.P.H. placenta praevik 6 18 

Accidental 4 o 
Eclampsia 5 


Neither report gives the figures for disproportion, so we have estimated 
them on what we consider to be the only fair criterion, namely, sufficient 
disproportion to warrant an obstetric operation including induction of 
labour, forceps (for disproportion or contracted pelvis), embryotomy, 
pubiotomy, Ciesarean section, and one case at Hong Kong of Siamese 
twins. 


Now the Salvation Army Hespital has almost twice as many ‘abnor- 
as occur at Hong Kong, and, as we should expect just over twice 
as inany “operations,’? and it has exactly half the number of deaths. It 
is obvious that the work at the Salvation Army Hospital is of a very high 
standard of efficiency. 


inalities”’ 
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“Guy’s Hospital, London, for the year 1928,” by G. F. Gibberd, M.S. 
“Glasgow Royal Maternity Hospital, and Women’s Hospital for the year 
1928,”” by J. N. Cruickshank, M.D., F.R.C.P.S. 


We take these two together as they are both interesting individual 
interpretations of the unified Maternity Hospital Report Scheme modified 
to suit the individual practice of the institution. They are both excellently 
compiled and we very much like their individuality which in no way fails 
to comply with the principles suggested by the Committee referred to 
above. 

Guy’s, the report of the Maternity Department of one of the largest 
medical schools in the country, includes the District Out Patient Depart- 
ment with the lying in ward, and divides the patients into two classes. 
Class A. patients ordinarily living in the Guy’s Hospital Maternity 
District whether or not they have attended the Ante-natal Department. 
Class B. paticuts ordinarily living outside the district sent to the hospital 
cither as emergencies or on account of some anticipated difficulty. Many 
of the latter were under ante-natal supervision. This is a perfectly sound 
classification. It is not possible at many maternity hospitals because they 
have no clearly defined “District”? or such a large one that the cases from 
it are in no way representative. 

Glasgow makes three categories. Category A. Patients under ante- 
natal supervision for a sufficient length of time to allow of the diagnosis 
and treatment of abnormalities. Category B. Patients sent in as emergen- 
cies by outside doctors or midwives, or by doctors students or nurses work- 
ing in the Outdoor Department. We do not approve of the second half 
of this. The Committee was emphatic that cases ‘‘booked”’ for attendance 
at their own homes must count as being under ante-natal supervision). 
Category C. Patients who apply for admission at the onset of labour 
without having been seen by a doctor or midwife and having had no ante- 
natal supervision at all. There are 765 in Category C., and it appears 
from the detail Tables that many of them were quite normal. Very few 
Maternity Hospitals take this class of patient as they are usually full 
to capacity with “Booked”? cases and real ‘Emergency’ cases. Glasgow 
is quite justified in making this additional category, but we should like 
to see Category B., reserved for real emergencies. 

Guy’s deals with 17S2 patients 1383 in their own homes, and 399 in the 
wards with only one maternal death. The ‘abnormalities’? dealt with 
include : face presentation 3; breech qo; transverse le 0; disproportion 82 ; 
placenta praevia S; accidental haemorrhage 18 (including the one death), 
Kealupsia 3: The report is a wealth of detail and in all respects is worthy 
of the traditions of the hospital. 

Glasgow has always been considered the home of abnormal labour, 
but even so the enormous number of abnormalities met with is astounding, 
and considering this, the death rate is very low. There are 95 deaths, 
iS in Category A. per cent; og in Category B. per cent and 

in Category C. log per cent, 

The deaths following Caesarean seetion are distinetly high, 11.0 per cent, 
and on the other hand cramotomy is as low as © per cent. 

The pelvis is diagnosed as being contracted in 288, Ninety-one delivered 
themselves (including five Hive babies of nine pounds and over) and 62 
Were assisted by the forceps at term without any apparent dithculty, leaving 
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less than half (133) with real disproportion—that is requiring induction of 
premature labour, Cresarean section or embryotomy, ete. 

The Glasgow Report is elaborately got up in stiff binding. Tables 
are given of case details which are very full. In these Tables the results 
to mother and child are shown by five columns reading respectively, 
Mother Living, Dead. Child Living, Dead, Still Born. The result in 
cach case is shown by + or — in the appropriate columns. We do not 
find this as easy to read as the more simple (and economical) method of 
utilizing two columns only, with the letters L., D., or SB. 

Short notes on Maternal Deaths are dealt with in a very extravagant 
Table in which the Reg: No., Age, Category, Parity take up over half the 
page, and the important description is crowded into a small ‘‘Remarks”’ 
column, Also we find it easier to follow those reports which give a serial 
number to each death besides the registered number, and refer to this 
serial number in any Table in which a death is mentioned, as is done in 
the Edinburgh and Leeds (1928) reports below. 


“The Rotunda Hospital, Dublin. November 1st, 1927, to October 31st, 
1928,”? by Bethel Solomons, M.D., F.R.C.P.1. 


This report follows the usual lines. It commences with a dissertation 
on the work of the year, including building and projected building. It 
describes certain unusual cases in detail, and the Master makes free 
comment on the treatment that was or might have been carried out. This 
part of the report is most interesting and is well worth reading. It occupies 


twelve pages. The rest of the book—one hundred and sixty-four pages— 
is taken up with elaborate and drawn out Tables of cases details. Now 
our idea in presenting case details in tabular form is so that all the cases 
of a particular condition or abnormality can be seen at a glance, and to 
that end should be allotted one line per case, with perhaps an occasional 
case receiving two lines. Letter press description of conditions or treat- 
ment can then appear on a separate page altogether. In the Rotunda 
report all the letterpress is crowded into the “Remarks” column, with the 
result that 18 cases of eclampsia take up to pages, and at least two-thirds 
of each page is taken up with one or two patients’ initials, age, number otf 
fits, and result. Hf the remarks were placed after the table, the table 
itself would take up less than cne page and the remarks as letterpress 
would take up about two pages. That is to say that every word printed 
on cclampsia would easily go on three pages instead of ten and would be 
correspondingly easier to read. 

All the Tables are on the same lines, and, if separated into compact 
Tables and letterpress the 164 pages could be reduced to about 50. One 
would think cconomy alone demanded it. However, Glasgow has copied 
this method of long drawn out ‘Tables for its death reports, but not ¢lse- 
where. 

Frankly we have not read these ‘Tables, and we dou't suppose many 
cther people have, so we cannot give a detailed idea ot the work done. 
There were 16 deaths among the In-paticnts and four on the ‘District’ 
which seems to us rather higher than the usual Rotunda standard, but 
on the other hand the Morbidity of Tn-patients (3.3 per cent) is the lowest 
on record in the history of the hispital. 
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“Edinburgh Royal Maternity and Simpson Memorial Hospital, 1928,’’ by 
J. Sturrock, M.B., F.R.C.S.E. 


“Jessop Hospital for Women, Sheffield, 1927,” by Doris Pindar, M.B., 


“Leeds Maternity Hospital, 1928’? by A. M. Clays, M.D., F.R.C.S. 


“Liverpool Maternity Hospital, 1928,’? by Mabel A. Dobbin Crawford, 
M.D., F.R.C.S.I. 


If it is the function of the reviewer to criticize in order to effect 
improvement in future works of similar nature, we cannot but feel a glow 
of satisfaction that our past efforts have been rewarded by the publication 
of the reports of these four hospitals. They all have followed closely the 
suggestions laid down by the Committee for the Unification of Maternity 
Hospital Reports., and each has been carefully and accurately compiled. 


The Leeds report strikes an original line in that there are no detailed 
Tables of invidual cases. But all the necessary details are given of each 
case in letterpress and the report is quite complete. 

We have always felt that one important function of these reports, was 
to enable anyone to compare and contrast different methods of different 
schools, and to this end we suggest to Leeds that (a) the cause of death 
should immediately follow the case number and Registered Number (vide. 
Edinburgh, Jessop and Liverpool reports) and (b) in the letterpress details 
of cases, the words ‘‘Another case,’’ ‘fin one case,’? be omitted, and that 
each case be given a fresh paragraph. This would take up very little 
more space, would be easier to read, and would entail less writing on the 
part of the compiler. The rest of the report we entirely commend. 


The Edinburgh, Jessop and Liverpool reports are all excellent standard 
reports and it is now possible to compare the work of these four hospitals. 

Mortality. Liverpool is the only report in which the Mortality of 
Booked and Emergency cases is worked out, perhaps because its results 
are so good that it is proud of them. The mortality of Booked Cases is only 
0.66 per cent and of Emergencies 3.8 per cent. 


The Jessop and Leeds do not give the figures directly, but it is easy to 
work them out. The Jessop, Booked Cases 1 per cent, Emergencies 7 per 
cent; Leeds, Booked Cases 0.7 per cent, Emergencies 7.4 per cent. Edin- 
burgh omits to state the numbers of Booked and Emergency cases, so it 
is not possible to ascertain the percentages, but eight of the Booked cases 
diced and go of the emergencies. On the total this is a mortality of 2.18 per 
cent compared with Liverpool 1.26 per cent; Leeds 1.8 per cent; Jessop 
3.325 per cent. One feels that 4o deaths among Emergencies is rather high, 
but in the absence of data one cannot say. 


Numerical summary of abnormal cases is only given in the Jessop and 
Liverpool reports, so to compare the incidence of any particular case it 
is necessary to refer to the Tables. If we compare the incidence and 
results of placenta praevia, eclampsia and Ciesarean section, we shall get 
some idea of the work of the hospitals concerned. 


Placenta Prievia. At Edinburgh, there was 38 cases, four of which 
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were booked, of these 10 were central, half of which were treated by version 
and the other half by Czesarean section. One of the cases of partial 
placenta praevia was treated by Cresarean section. There was only one 
death in the series, (a partial placenta praevia treated by internal podalic 
version) a mortality of 2.6 per cent. There were 33 cases at the Jessop 
Hospital, one Booked case and two admitted from the District, the rest 
being emergencies. Cesarean section was done in one case with a partial 
placenta preevia and multiple fibroids. The mother died from shock. The 
placenta was central in seven cases with one death from pneumonia 
following version. There were four other deaths. One admitted moribund, 
and one after version. The other two were treated with De. Ribes’s bag. 
A total maternal mortality of 15 per cent. There were also 33 cases at 
Ieeds, including seven among the Booked cases. The routine treatment 
is version. In two cases De Ribes’s bag was employed and on both 
occasions it leaked and version was performed. Both mothers died. There 
were two other deaths making a maternal mortality of 12 per cent. 
Liverpool holds the record with its 46 cases, 11 of whom were booked. 
Only two deaths, one a cardiac case, and the other a combined concealed 
hemorrhage with placenta previa. A maternal mortality of 4.3 per cent. 
The mortality at the Jessop and at Leeds is very much higher than 
Edinburgh and Liverpool, but when we come to compare eclampsia we 
find the reverse. 32 cases at Edinburgh all emergencies, and 11 deaths 
=34.3 per cent. At the Jessop, 23 cases, one among the booked cases, 
with three deaths=13 per cent. At Leeds 16 cases, six among the booked, 
with only one death=6.25 per cent. Leeds also states that during the 
last six years there have been 133 cases with a mortality of 10.5 per cent. 
Now we come to Liverpool there were four booked cases and 11 emer- 
gencies with a mortality of qo per cent. 

Ceesarean section. At Edinburgh this operation was performed on_ 
36 booked cases with one death=2.7 per cent and on 20 emergencies with 
three deaths = 15 per cent. Total mortality 7 per cent. At the Jessop 
Hospital, 32 booked with one death from shock in which the incision 
was through the lower uterine segment = 3 per cent, and 11 emer- 
gencies with five deaths, two of these after ‘“‘failed forceps outside.” 
Shock accounted for two deaths, in one of which the uterine incision 
was through the lower segment and the other in a patient who was 
admitted with carcinoma of the cervix. A mortality among emergency 
cases of 45 per cent. The total mortality for the operation was 13.9 per cent. 
At Leeds there were 29 cases, one only of which was an emergency. There 
were two deaths both in repeat Cresarean section and both from sepsis, a 
mortality of 6.9 per cent. At Liverpool there were 124 cases, 33 of which 
were emergencies. There were four deaths, one from the anesthetic, one 
from heart disease, one case of strangulation of an epiplecele in an 
umbilical hernia, and one emergency case admitted after attempted 
delivery by the forceps outside. A total mortality of 3.2 per cent. The 
very high death rate among the emergencies at the Jessop makes one 
wonder if the emergency cases are largely left to the Residents. There 
is also the question of locality, variation, and, of course, a series over 
several years might show a more uniform rate at the different hospitals. 
It would be interesting to have a summary of ten year’s work, just 
shortly, as the Leeds report docs fer six years in eclampsia. 
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“Elizabeth Mathai Lectures—1928.” By A. I. Mupauiar, B.A., M.D. 


Three lectures delivered at the Gifford School of Obstetrics, Madras, 
on The Causes of Ante-natal, Natal, and Neo-natal Mortality of Infants, 
with special reference to South India. 


Dr. Mudaliar has obviously taken the greatest care in preparing these 
lectures. They are beautifully written in perfect English, and show that the 
lecturer is familiar with not only the world’s literature on obstetrics but 
has also read widely, and aptly quotes from Cicero and Charles Kingsley. 


The leactures are profusely illustrated by elaborate ‘‘charts’? and 
“graphs,” showing the percentage mortality at the Hospitals in Madras, 
which he then compares and contrasts with almost all the available pub- 
lished figures. He concludes his first lecture with a very able and clear 
discussion on the influence of syphilis on fcetal and neo-natal death. 


The second lecture opens with general maternal complications. Heart 
disease, tuberculosis, diabetes, fevers, malaria, etc., are carefully con- 
sidered, not only from their direct effect on the foetus, but also from the 
point of view of the possible and actual effect of the appropriate treatment. 
Fibroids, tumours and cancer come under consideration, together with 
the possible effect of irradiation of the pregnant woman. 


Intra-natal death is next considered, and Dr. Mudaliar shows keen 
clinical observation and deduction in the discussion of ‘‘Foetal distress.’’ 
We like this section immensely, almost as much as the next section on 
“Forceps.” 


Discussing breech delivery, he quotes the figures given in six standard 
text books, immediately followed by the published statistics of eight large 
maternity hospitals, and notes the striking discrepancy between the ideal 
of the Text Book and the actual in the maternity hospital! 


The third lecture opens with a short but apt discussion on ‘Transverse 
Lie.’ He calls it Transverse Presentation, and it seems to us that it world 
have fitted better at the end of the second lecture where it seems to follow 
naturally on the forceps and breech delivery. Ante-partum heemorrhage is 
fully considered, and all the different methods of coping with this serious 
complication are discussed with a suggestion throughout that Dr. Muda- 
liar has his own views that each of them is suitable in certain conditions, 
and we should like to have heard these more fully. By the way, he spells 
“De Ribes,’”’ of bag fame, without the penultimate ‘‘e’? which is used in 
England. 


In his own words he ‘touches on the question of asphyxia neonatorum 
and the best method of reviving the child.” This short paragraph is not 
up to the standard of the rest of the book. 


The foetal and neo-natal deaths due to birth injuries and prematurity 
are dealt with and then Dr, Mudaliar returns to an interesting aspect of 
obstetrics which he commenced in the first lecture, namely, the effect of 
the age of the mother on pregnancy and parturition. As might be ex- 
pected, Dr. Mudaliar has had considerable experience of the young mother, 
but for cases under the age of 12 he has had to seek elsewhere. He refers 
to two cases in girls of cight years : 
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The optimum age from his statistics is 20-25, which corresponds with 
that which is taught in England—not necessarily on such clear statistics as 
Dr. Mudaliar’s. 

During the last few decades, much attention and interest has been 
focussed on infantile mortality, and Dr. Mudaliar’s lectures fulfil their 
object—namely, that of creating more interest in foetal mortality. 

The little book is beautifully got up, and makes interesting and stimu- 
lating reading. 


“Epidemic Encephalitis with Pregnancy Labour and the Puerperium.” 
FREDERICK Roovures, M.A., M.D., M.Ch. (Cantab.), F.R.C.S. (Eng.), 
Sherratt and Hughes, Manchester. Pages 139. 15/-. 


TEN years ago von Economo’s paper on Encephalitis was described for the 
first time. Since then, although the literature on this disease has been 
extensive, and indeed it is doubtful if any medical subject has attracted 
more notice during the last decade, very little has been written on the 
disease when complicated by pregnancy, labour and the puerperium. It 
has been left to Mr. Frederick Roques to supply this omission and to 
publish the first work on the subject in, as far as we know, any language. 

To make the survey as comprehensive as possible, the author has 
searched all available records at his disposal in England and has had a 
search made also in the principal medical libraries of France and Italy. He 
has thus been able to collect the details of 171 cases in which pregnancy has 
complicated Acute Lethargic Encephalitis and 23 cases in which pregnancy 
was associated with the Parkinsonian syndrome. To these the author 
has added 40 unpublished cases of which 17 have been published for the 
first time and the details of 23 have been given to him by other authors. 

The cases are divided into two groups, firstly the 40 unpublished and 
secondly the 171 from medical literature. As far as possible the two 
groups have been kept distinct so as to facilitate a comparison between 
the English cases on the one hand and those from Continental sources on 
the other. This separation between the groups has been confined to the 
acute phase of the disease. So little having been written upon the subject 
of Parkinsonism and pregnancy it has been thought better to place all 
the available data together in the chapter which deals with this aspect of 
the question. There are 15 Chapters, 2 Appendices and 119 References. 


Chapter I deals with the A%tiology and it appears that there is an 
increased liability to moderately severe infection among females between 
the ages of 25 and 35, that pregnancy does not increase the susceptibility 
to the disease and that the number of victims is not greater than 3 nor less 
than .5 per cent. Chapter II deals with the Pathology of the mother and 
child, Chapter III with the Clinical Manifestations in the Pregnant Woman, 


Chapters IV and V with the Influence of Pregnancy on the disease. 

The opinion of Continental authorities inclines to the view that the 
mortality is raised in cases complicated by pregnancy, but in England, 
although it is admitted that there is an increased liability to death in 
females irrespective of pregnancy, nevertheless the mortality among those 
infected when pregnant is not raised. Only 3.5 per cent of the author’s 
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cases proved fatal, Chapter VI deals with the Influence of the Disease on 
Pregnancy, Labour and the Puerperium, from which it appears that, 
contrary to Continental experience, the pregnancy is, in England, wont 
to proceed to term without mishap, except in cases seriously affected. 
Labour is usually painless and the incidence of toxaemia is not abnormal. 
Chapter VII deals with the stage of the Pregnancy and Parity and their 
relations to the Acute attack, and the conclusions arrived at are that neither 
the age nor the parity exerts any influence upon the course of the disease, 
nor is there any greater liability to sepsis. Primigravide are more 
frequently attacked, but with this is wrapped up the fact that young 
women are known to be more prone to infection than those of mature years. 
Chapters VIII and IX are devoted to the child. The prognosis for the 
child varies directly with that for the mother, the most common causes of 
an issue unfavourable to the embryo being maternal death before delivery 
in the earlier months and prematurity in the later. Encephalitis epidemica 
neonatorum is a clinical entity, though rare, and the pathological and 
clinical evidence show that the virus can make its way across the placenta. 
There is little to substantiate the belief that infection can occur through 
the mother’s milk. Chapter X, dealing with Diagnosis, discusses several 
complications of pregnancy which, unless care be taken, may be diagnosed 
as Encephalitis or vice versa. Chapte1 XI deals with Treatment and 
Chapter XII with Pregnancy and Parkinsonism. Appendix I is concerned 
with the details of the Author’s cases and Appendix II with a summary 
of the cases previously published in medical literature. The author is 
to be sincerely congratulated on producing such a fine piece of work. Not 
only has he rendered a distinct service to that branch of medicine in which 
he practises but he has also presented a most striking example to the 
younger generation of obstetricians as to the good work which can be done 
by one who is anxious to advance the knowledge of his profession, since 
when he wrote this work Mr. Frederick Roques was first Resident Medical 
Officer at the Chelsea Hospital for Women and later Obstetric Registrar 
to the Middlesex Hospital. 


“Obstetric Forceps. Its History and Evolution.”” Keparnatn Das, C.LE., 
M.D. 898 pages; 878 illustrations. Calcutta, The Art Press, 1929. 


UnpER this title Professor Kedarnath Das has written the only special 
work on this subject that has ever been published in the English language, 
and surely by far the most complete treatise that has been published in 
any language. 

The labour comprised in writing this book, commenced in 1917 and 
finished in 1929, must have been gigantic, comprising as it did the 
examination of a very large number of text books on Midwifery, 173 books 
and papers on the History cf Medicine and 59 Catalogues of Surgical 
Instruments. As a further indication of the work entailed there are 2,072 
references and practically every reference has been verified. Compilations 
had to be made from English French, German, Latin, Danish, Italian, 
Spanish, Polish, Russian and Japanese sources. There are 878 diagrams 
and wherever possible the illustrations of the instruments have been re- 
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produced from their original source. Portraits of Hippocrates, Avicenna, 
Ambroise Paré, Mauriceau, Smellie, Levret, ‘Simpson and Tarnier are 
introduced. 

Whenever available the inventor’s original descriptions have been 
reproduced and an attempt has been made to give a short note of his life 
and work. Alban Doran’s descriptive Catalogue of Obstetric Instruments 
in the Museum of the Royal College of Surgeons, England, published in 
this Journal in 1921, is included. 


Ratchinsky writing in the ‘Journal Akousherstva” Dec. 1902 reported 
that the number of the forceps he had found described had grown to over 
300 and, as an indication of the indefatigable research of the author of this 
book, over 550 varieties have now been described. 


The material available has been found to be too bulky for a single 
volume, and so the author decided to publish this first portion, dealing 
with the history and evolution of the obstetric forceps, as a separate work, 
leaving the remaining divisions of the subject, namely, the indication, 
use and abuse, methods of application, dangers (both to mother and child) 
the value as compared with any other feasible operation, the medico-legal 
aspects and statistics of the obstetric forceps, to the second volume. 


The classical work of Mulder ‘‘Historia Litteria et Critica Forcipum 
et Vecticum’” published in 1794, being not easily available, has been 
incorporated as much as possible, and all the plates (on a smaller scale) of 
the illustrations of the forceps from Kilian’s ‘‘Armamentarium,’? another 
difficult work to procure, have been inciuded. 


The subject matter is treated chronologically and divided into eleven 
sections. Section I considers the question as to whether the Ancients 
possessed any conservative instrument similar to the obstetric forceps. 
Section II is devoted to the Chamberlens and is a resumé of Aveling’s 
well-known work. Section III contains the history of the forceps in Holland 
and Section IV deals with the forceps in the eighteenth century. The 
subsequent Sections deal with the successive periods of half or quarter 
centuries ending with the first 28 years of the present century. Section 
IX reviews the attempts that have been made from time to time to classify 
the forceps. Section X contains a chronological list of the instrument. 
In Section XI an attempt has keen made to collate and record references 
and illustrations regarding the forceps in Allegory, Art and Literature. 
Following on these sections there are five tables, the first and second from 
Mulder, the third from the catalogue of the Obstetric Forceps exhibited 
at the Conversatzione of the Obstetrical Society of London in 1866, the 
fourth from Doran’s Catalogue and the fifth from the Proceedings of the 
Royal Society of Medicine (History of Medicine Section). The list of 
references forms the concluding Section. 


Professor Kedarnath Das appeals to Obstetricians of every Country, 
who happen to come across his book to send him descriptions and diagrams 
of any of the forceps of their country, to which reference has been made but 
with insufficient detail. 


The author naively remarks that because of his professional duties, as 
well as the arduous administration and teaching work in connexion with 
the Carmichael Medical College and Hospitals, he has not been able to 
devote as much time to this work as he would have wished! The labour 
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entailed in writing this book has been immense, and the author is to be 
sincerely congratulated on having not only produced such a masterpiece, 
but also in having rendered such a signal service to the history of obstetric 
medicine. The printing and plates are all that could be desired and no 
medical library can be complete without the inclusion of this very enter- 
taining and important work, 


CB: 


“Lehrbuch der Strahlentherapie.’”’ Band: Die Strahlentherapie in der 
Gynikologie. Unbound, 98 marks: bound, 108 marks. Urban and 
Schwarzenberg, Berlin and Vienna. 


SOME 1,400 pages of excellent print, relieved by adequate illustrations, are 
devoted to the subject of Radiological treatment in Gynecology. Hf the 
ain of the editors has been to achieve a comprehensive contribution, this 
ambition seems to have been realized, for in one article a good account 
of Béhr’s theory of atomic structure is found while in another the results 
of the administration of X-rays to the pituitary gland in cases of dystrophia 
adiposogenitalis are discussed. Most of the articles are of a high order. 
This is well seen in the section on the biological basis of radiological 
thevapy, in Gouss’ article on the treatment of myomata and hemorrhagic 
metropathia, and in the article by Flaskamp on the dangers of radiological 
treatment. The account of the purely physical side of Radiology assumes 
a very elaborate physical training on the part of the reader. Seitz is 
responsible for the section on the X-rays treatment of malignant tumours, 
which though exceptionally good theoretically, does not seem to deal with 
the purely clinical side sufficiently thoroughly, and malignant ovarian 
tumours are dismissed perhaps too lightly. As in most modern German 
treatises of this type extensive references are given. The book admirably 
succeeds in giving an encyclopedic account of the application of Radiology 
to Gynecology and it is doubtful if anything of importance has been 
omitted. The book is strongly recommended as a work of reference for 
those interested in these new methods of treatment. 


W.S. 


““\° Handbook of Midwifery’? For Midwives, Maternity Nurses and Ob- 
stetric Dressers. By Comyns BERKELEY, M.A., M.C., M.D. (Cantab.), 
F.R.C.P. (lond.), F.R.C.S. (Eng.). Cassell & Co., Ltd., La Belle 
Sauvage, London, E.C.4. Seventh Edition with coloured frontispiece 
and 66 illustrations in the text of 575 pages. Price 8/- nett. 


The seventh edition of this well-known handbook which has just 
appeared introduces an important change in its arrangement. This was 
necessitated by the fact that the addition of new matter threatened to 
expand the handbook beyond the limits of convenience. Accordingly the 
text has been split up into two volumes and the present volume—much 
the larger of the two—retains all of the text of the sixth edition with the 
exception of the chapters on Physiology and the Questions and Answers 
founded on the rules of the C.M.B, which, with certain additions, now 
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appear in separate form under the title of ‘‘Physiology for’Pupii-Midwives.” 
The advantage of this change is that it has been possible in the new edition 
to adapt the Handbook more fully to the requirements of the practising 
midwife and also to enhance its value ta Obstetric dressers. 


The work is too well-known to call for a discussion of all the ten parts 
into which it is divided, but it is noticeable that the new matter above 
referred to is mostly to?be found in the chapters on Antepartum Heemorr- 
hage, Post Partum Fever and the Care of the Child. 


Under ‘‘Bleeding during Pregnancy’? we are told what every woman 
should know and what every woman should do. For accidental haemorr- 
hage rupture of the membranes and the administration of Fermergin is 
advised before plugging the vagina, the reasons given being that plugging 
is difficult to do single handed and involves certain definite risks. 

Chapter 29 on Post-Partum Fever contains 23 pages of valuable 
instruction for the midwife. Her responsibility is emphasized by the fact 
that 75 per cent or so of the confinements in this country are conducted 
by her. ‘‘The Child”? occupies four Chapters comprising 52 pages. Chapter 
32 deals with Child Management. Chapter 33 with Breast Feeding. Chap- 
ter 34 deals with Artificial Feeding and Chapter 35 with Malformations. 

It is the duty of every doctor, midwife and monthly nurse to endeavour 
to persuade the mother to suckle her child, and the onset of menstruation 
is no contra-indication to nursing. 


Weaning should begin at the eighth month and take six weeks to com- 
plete. The addition of Vitamin D and iron may be necessary before 
completion. Weaning should not be begun in the summer months as the 
mortality of the artificially fed infant is highest in those months. In 
preference, breast-feeding supplemented by solid food should be continued 
until the twelfth month. The 26 pages devoted to Artificial Feeding bring 
this important subject thoroughly up to date. The author and publishers 


may be congratulated on maintaining the standard of a deservedly popular 
book. 


c. L. 


“Synopsis of Midwifery and Gyniecology.’”? ALEcK. W. Bourne, M.B., 
B.Ch., F.R.C.S. qth Edition, 434 pages, 171 diagrams. John Wright 
and Sons, Bristol. 15/- net. 


Tuts book was composed as a useful supplement to, and as a substitute for, 
the usual text books, in order that the subjects with which it deals can 
be quickly reviewed by the student, when his final examination is 
imminent, The book has been thoroughly revised and new matter which is 
accepted as a permanent addition to the knowledge of Obstetrics and 
Diseases of Women has been added, while certain parts that have become 
out of date have been deleted. 


The subject matter is very well and plainly set out, and the student 
may rest assured that, if his answers are based on the information he finds 
in this book, he will be successful, since the author acknowledges his 
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indebtedness to the text books of Eden and Holland, Whitridge Williams, 
Herman, Munro Kerr, Eden and Lockyer, and Stevens. Seeing that the 
present edition is the fourth, it is evident that the book has well fulfilled 
its purpose and we congratulate Mr. Bourne on the completion of his 
somewhat laborious task. 


Cc. B. 


“Tropical Gynzecology.”” V. B. GREEN-ARMYTAGE, M.D., F.R.C.P., Lt-Col. 
I. M.S. Thacker, Spink & Co., Calcutta and Simla. Pages 248. 


Tuts ‘small book, which is dedicated to the Alumni of the Medical College 
Hospital, Calcutta, is an account of some of the author’s experiences and 
findings, concerned with over 10,000 operations and 100,000 patients in all 
communities, and presented in the form of eleven lectures. Each chapter 
is a Clinical Lecture, the author maintaining that the foundation of know- 
ledge is gained at the bedside, anatomy room, laboratory or operating 
theatre. Most of the lectures have appeared before, the first in this 
Journal, the second in the Medical Annual, and the remainder from time to 
time in the Indian Medical Gazette. The author remarks that Gynzeco- 
logical Surgery in India is in its infancy except in the big cities, but with 
the spread of education and culture, a time is surely arriving when the 
women cf India will understand the benefits of early surgical assistance 
and demand at least as high a general standard of surgery for themselves 
as can be obtained for their men-folk. 

The facts contained in the book are very clearly presented and it will 
certainly be welcomed by those to whom it is dedicated, as well as to the 


larger number of other practitioners whose work takes them to the Tropics. 


CoB: 


“Recent Work on Colporrhaphy, Rheumatism and Coli Bacilluria.” 
KE. Hesketn Roserts, M.B., B.S., F.R.C.S. Pages 28, illustrations 14. 
H. K. Lewis & Co., London, 1929. 


THE object of Mr. Hesketh Roberts in this monograph has been to enlarge 
on the anatomy of the offshoots of the visceral pelvic fascia, ‘in relation 
to colporrhaphy operations,’ and to draw attention to the part rheumatism 
plays in weakening the structures of the pelvic floor and that it may be 
an important element in predisposing to a persistence of symptoms 
after successful operations. The conclusion arrived at being “that the end 
results of anterior colporrhaphy and other operations can be considerably 
improved by anterheumatic treatment.” 


“Catalogue of the Medical and Scientific Circulating Library.’”? H. K. 
Lewis & Co., Gower Street, London. Pages 576. Price 15/- to sub- 
seribers 7/06. 


This very useful catalogue consists of Part I. Authors and Titles. Part 2. 
Classified index of subjects, with the names of Authors who have written 
on them, ‘Fhis catalogue has been revised to the end of 1927. 
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Review of Current Literature. 


DrirEcTOR FRANK E. TAYLOR. 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


Tris Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire ”’ exchanges :— 


British.—The Lancet; British Medical Journal; The Cancer Review. 


Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 


Australian.—Medical Journal of Australia. 

American.—American Journal of Obstetrics and Gynecology ; The Journal 
of the American Medical Association; Surgery, Gynecology and 
Obstetrics. 

French.—la_ Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gynikologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinische Wochenschrift. 

Scandinavian.—Acta Gynecologica Scandinavica 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia 
de Buenos Aires. 


Japanese—Japanese Journal of Obstetrics and Gynecology. 

It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 

LIST OF ABSTRACTORS. 
London: J. Lyte Cameron, F.R.C.S.; R. C. Licutwoop, M.D.; 
F. Rogurs, F.R.C.S.; Jean Smitu, M.D.; F. E. Tayior, F.R.C.S. ; 
A. WALKER, F.R.C.S.; Justina WILSON, F.R.C.P. 

Iluddersfield : W. E. CROWTHER, M.B. 

Leeds: R. H. B. ADAMSON, M.D. 

Oxford: Dorotuy N. L&verKkus, M.D. 

Rugby: Ropert A. HEeNprRy, F.R.C.S. 

Sheffield: W. W. KING, F.R.C.S. 

Glasgow : JANE H. JAMES HENDRY, M.D, 
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Lancet. 


April 6, 1929. 
The infancy of midwifery. (Annotation). 


April 13, 1929. 
*Digestive enzymes of the human foetus. M. F. L. Keene, and E. E. Hewer. 
The British Congress of Obstetrics and Gynecology. (Annotation). 


April 27, 1929. 
*Pre-operative diagnosis of dermoid cyst of the ovary. R. Mailer. 
The relationship between feeding and the development of rickets. R. C. 
Jewesbury and T. M. Ling. 
Arrested respiration in infants. (Annotation). 


May 4, 1929. 
Spinal analgesia in obstetrics. (Annotation). 


May 11, 1929. 
Primogeniture: Is it a factor in the production of developmental 
anomalies? M. T. Macklin. 
The legal aspect of sterilization. (Annotation). 


May 18, 1929. 
The nomenclature of placenta preevia. E. A. Gerrard. (Correspondence). 


May 25, 1929. 
Dysmenorrhcea tubes. W. McK. H. McCullagh. (New Inventions). 


June I, 1929. 


“Some types of septic infection in the newly-born. H.C. Cameron. 
Chorion-epithelioma in a male. (Annotation). 


June 8, 1929. 
*Some types of septic infection in the newly-born. H. C. Cameron. 
Diagnosis of menopause. J. V. Ryan. (Correspondence). 


June 15, 1929. 
*Pneumococcal septicaemia during the puerperium. J. Nixon and H. D. 
Wright. 
Hospital maternity work in Glasgow. (Annotation). 
Chorion-epithelioma in a male. A. S. McNeil. (Correspondence). 


June 22, 1929. 
Peritoneal tetra-bowel forceps. W. McK. H. McCullagh. (New Inventions). 
Trial labour for the second child. (Leading Article). 
Maternal mortality. (Annotation). 


June 29, 1929 
The bactericidal substance in milk. (Annotation). 


Digestive erzymes of the human [xt:s. 

Keene and Hewer find that proteolytic enzymes are present at 16 weeks; 
hydrochloric acid at 19 wecks ; renin at 19 weeks; and pancreatic lipase at 
32 weeks. Carbohydrate-splitting ferments were rarely found at 24 weeks, 
and not constantly at full time. In this research no tests were carried out 
on material younger than 16 weeks. 
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Pre-operative diagnosis of dermoid cyst of the ovary. 

The diagnosis was made on the findings of an X-ray photograph which 
revealed three small shadows on the left side of the pelvis apparently 
outside the bladder area, which from their radial grouping, size and shape 
bore a fair resemblance to the shadows of teeth. At operation the diagnosis 
was confirmed, and a dermoid cyst the size of a tangerine orange, containing 
hair, sebacious material and three teeth were removed. 


Some types of septic infection in the newly-born. 

In the Ingleby Lectures before the University of Birmingham, Cameron 
deals with sepsis neonatorum, indicating its greater frequency and severity 
in the past, and with the pecularities of septic infection as it occurs in 
the newly-born. He explains that the increased susceptibility of the newly- 
born to septic infection is due to structural pecularities of the skin and 
in conditions of their blood. With regard to the portals and paths of in- 
fection it is pointed out that the number of cases in which it remains 
impossible to determine the exact point of entrance in life and even after 
post-mortem examination is very high. 

The clinical varieties of the generalized infection of sepsis neonatorum 
are very various—pulmonary, gastro-intestinal, cerebro-spinal and cutaneous 
types being described. 

In the second lecture trismus neonatorum is described as a manifestation 
of sepsis neonatorum and its confusion with tetanus is pointed out. To 
prevent sepsis neonatorum Cameron states that we must keep three objects 
in view: (1) We must remove all sources of infection. (2) We must protect, 
so far as is possible, all portals of entry, especially the skin, the umbilicus 
and the mouth from irritation, excoriation and infection. (3) We must 
strengthen in every way the child’s power of resistance to infection. 


Pneumococcal septicemia during the puerperium. 

Nixon and Wright record two cases of primary uterine infection with 
the pneumococcus in which the source of infection was traced to the respira- 
tory tract of one of the attendants. 


British Medical Journal. 


April 6, 1929. 

*Severe haemorrhage from the rupture of a corpus luteum cyst. D. Levi. 
Pregnancy associated with diabetes mellitus. M. G. Dill and A. V. Dill. 
Diagnosis of early pregnancy. F. A. E. Crew. (Correspondence). 
Obstetrics in general practice. M. G. Cardwell. (Correspondence). 

April 13, 1929. 
*The relation between recurrent albuminuria, chronic nephritis, and toxie- 
mia of pregnancy. G. F. Gibberd. 
Two cases of ovariotomy in women over 70 years of age. I.. Williams. 
Recurrent toxzemias of pregnancy. (Leading article). 
British Congress of Obstetrics. (The week). 
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The organisation of a maternity service. E. F. Murray. 
Protein therapy in puerperal insanity. J. K. Adler. (Correspondence). 


April 20, 1929. 
*The importance of post-natal maternal care. D. Miller. 
*An unusual case of eclampsia. I. J. Haydon. 
*A colossal ovarian cyst. J. W. Heekes. 
The organization of a maternity service. R. A. Askins. (Correspondence). 


April 27, 1929. 

*Sedatives in labour, particularly ‘‘twilight sleep.” J. S. Fairbairn. 
Post-graduate instruction in midwifery. W. F. Shaw. (Correspondence). 
May 4, 1929. 

Abdominal torsion of the omentum. A. Ronald. 
Post-graduate instruction in midwifery. B. Solomons. (Correspondence). 


May 11, 1929. ° 
*The treatment of carcinoma of the cervix with radium. G. I. Strachan. 
*Technique of intra abdominal insertion of radium for carcinoma of the 
cervix. M. Donaldson. 
Pregnancy following amputation of the cervix. H. W. Davis. 
Concerning maternal mortality in child-birth. H. Gunon. 


May 18, 1929. 
*An address on the woman damaged by child-bearing. J. Young. 
*A note on hzematocolpos. A. Sharman. 
Reduction of maternal morbidity. (Leading article). 
Placenta praevia. E. A. Gerrard. (Correspondence). 


May 25, 1929. 
*Hystero-salpingography in the diagnosis and treatment of sterility and 
pelvic disease. R. S. Statham. 
Maternal mortality. J. A. Benson. (Correspondence). 


June 1, 1929. 
Strangulation of ovary in an inguinal hernia associated with congenital 
abnormality of the kidney. A. C. Liesching. 
*Heemophilia in the new-born. J. LL. Blonsteimn. 


June 8, 1929. 

Ovariotomy for large ovarian cyst in a woman of 73. W. Everett. 

Ovariotomy in women aged $4 and 77. H. B. Butler. 

A case of pseudo-hermaphroditism. J. Riddell. 

Puerperal sepsis and the general practitioner. C. M. Craig. (Corres- 

pondence). 

Ante-natal care. P. W. (Correspondence). 

Gallstones and pregnancy. A. F. Hurst. (Correspondence). 

Associated congenital abnormalities. A. Sharman. (Correspondence). 
June 15, 1929. 

Treatment of pelvic inflammations by diathermy. C. A. Robinson. 
June 22, 1929. 

Difficult labour. R. W. Johnstone. 

A case of combined twins. M. Wilkin. 

Obstructed labour due to ovarian cyst. H. F. Blacklee. 
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June 29, 1929. 
A national maternity service. (Leading article). 
A case of physopyometria with peritonitic abscess. F. G. Hector. 
Treatment of malignant disease by radium. C. Regand. 
A college of obstetricians and gynaecologists. M. Donaldson. (Corres- 
pondence). 
Puerperal sepsis. F. Porter. (Correspondence). 


Severe hemorrhage from the rupture of a corpus luteum. 

Levi records three cases of severe intra-peritoneal heemorrhage from the 
rupture of corpus luteum cysts in single women aged 22, 34 and 24 years 
respectively. The condition closely simulates ruptured ectopic gestation, 
and, in this series the condition was not diagnosed before operation, and 
afterwards only when portions of the tissue removed had been sectioned 
and examined microscopically. 


The relation between recurrent albuminuria, chronic nephritis, and toxemia of 
pregnancy. 

Gibberd believes that toxzemia of pregnancy can be regarded as the 
cause of all first attacks of pregnancy albuminuria in previously healthy 
patients, and that the renal damage in these cases is secondary to the 
toxemia. As a result of the toxemia about ten per cent of the cases 
develop frank chronic nephritis and bear the stigmata of this disease, 
whether or not they become pregnant again. About 4o per cent recover 
their kidney function completely after delivery, and subsequently have 
normal pregnancies without albuminuria. The remaining 50 per cent re- 
cover their kidney function only so far as to be free from signs of renal 
disease in the intervals between pregnancies. If they subsequently become 
pregnant they suffer with recurrent albuminuria. Recurrent albuminuria 
may be looked upon as due partly to a subliminal pregnancy toxemia, and 
partly to a pre-existing occult nephritis caused by the first toxeemic preg- 
nancy. Pregnancy is the most delicate test of renal function we possess. 

Gibberd claims that if this view is accepted the the difficulties of placing 
certain cases of albuminuria into one of two pathological groups are easily 
understood. Many cases of albuminuria of pregnancy are due to a mixture 
of both the ‘“nephritic’ and the “toxamic’? elements. Although the 
incidence of chronic nephritis or of recurrent albuminuria can be favourably 
influenced by earlier induction of labour in the first attack of toxcemia, 
this measure does not solve all the difficulties. We have still to find out the 
other important factors in the first attack of toxeemia which tend to produce 
permanent renal damage. 


The importance of post-natal maternal care. 

In reviewing the organization and work of the post-natal clinic of the 
Edinburgh Royal Maternity Hospital, Miller admits that although such 
conditions as retroversion, lacerations of the cervix, cervicitis and backache 
nay develop despite the most conscientious supervision during pregnancy 
and the most careful conduct of labour, and give rise to great impairment 
of health, yet he claims that a policy of after-care, even if restricted to 
the investigation and treatment of persistent vaginal bleeding, leucorrhoea 
and bachache, must necessarily help us to discharge more effectively and 
more completely the responsibilities we assume. 
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An unusual case of eclampsia. 

Haydon records a case of eclampsia in a primapara, aged 26 years, which 
he considers of interest for the following reasons: 1. the strictness of the 
ante-natal care throughout, 2. the unusual delay (three days) between the 
confinement and the onset of the fits, and 3. the large number (23) of fits. 


A colossal ovarian cyst. 
The contents of the cyst after removal amounted to 55'4 pints. The 
paticnt recovered. 


Sedatives in labour, particularly ‘‘Twilight sleep.’’ 

Fairbairn gives the following summary of his British Medical Associa- 
tion Lecture :— 

Fatigue is of the mind as well as of the body, and is hastened and 
aggravated by continued pain without relief, by fear, and by loss of self- 
control, and is a potent factor in the production of inertia and other disorders 
of uterine function. 

With experience on the part of doctors and nurses, success in obtaining 
amnesia will be attained in nearly three-quarters of the cases, and some 
relief in the remainder. A great saving of nervous strain is undoubtedly 
effected by this form of narcosis, but if carried through to the end it has 
the fatal objection of increasing intervention in labour. For that reason, 
save in a few special cases, such as he has indicated, he prefers to use 
morphine hyoscine as and when it seems to be required. 

It will be clear that much patient study and observation is required 
before a solution is reached of the problem of how the relief of the pains of 
labour and the avoidance of fatigue and nervous strain can be secured 
without interfering with normal function. Much more must be done in 
exploring the causes of failure to complete a natural function among 
physically well-formed women, and so long as the artificial substitute of the 
forceps is acquiesced in, so long will obstetric practice fail to become satu- 
rated with the principles of preventive medicine. 


The treatment of carcinoma of the cervix with radium. 

Strachan considers that while radium cannot as yet be described as a 
certain and definite ‘cure’? in all cases of carcinoma of the cervix, the 
results are encouraging. With improved technique especially as regards 
the subjecting of all primary and secondary tumour cells to the immediate 
effects of radium, improved figures are to be expected. As a_ palliative 
agent radium is the most potent that we, possess. There is still a vast 
ficld for investigation and research, 


Technique of intra-abdominal insertion of radium for carcinoma of the cervix. 

After describing the details of his present technique, Donaldson claims 
that since it has been proved that radium will eradicate carcinoma of the 
cervix and vagina it is logical to try to extend the influence of the radium 
to the growing cdge of the tumour by means of intra-abdominal radium. 
The cases so far treated show that this method is not attended by any 
undue risk to the patient, and the small series treated in 1923-24 show 
sufficiently good results to justify further investigation of this line of treat- 
nent. 
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An address on the woman damaged by child-bearing. 

Young points out that the woman suffering from chronic ill health 
dating from childbirth is frequently the subject of multiple lesions. Failure 
to carry out a comprehensive investigation of the various systems may lead 
to an imperfect diagnosis, resulting in operations and other forms of treat- 
ment that bring relief. 


A note on hematocolpos. 

Sharman records two cases of haimatocolpos with features of special 
interest in Case I, 1. the unusally early age of the the patient to have 
heematocolpos and hzematometra—13 years S8'; months; 2. the severe 
abdominal pain, probably caused by spasmodic uterine contractions, and 
3. marked epistaxis on the day proceding the onset of pain; and in Case II, 
I. very acute retention of urine, and 2. the absence of any previous monthly 
disturbance or premonitory symptoms except one week’s slight backache. 


Hystero-salpingography in the diagnosis and treatment of ste-ility and pelvic 
disease. 

Statham gives the following reasons for prefering the lipiodol method 
of hystero-salpingography to the Provis-Rubin CO, insufflation method :— 

1. It will demonstrate the exact position of any tubal block, even if only 
one Fallopian tube is obstructed, and in obstruction of both Fallopian 
tubes the prognosis is entirely dependent on the site of the obstruction. 
Any operation for freeing the Fallopian tubes is almost useless unless the 
obstruction lies at the fimbrial ends in which case the prognosis as to 
pregnancy is fairly good after operation. 

2. It will demonstrate the fact that a uterus is not pregnant, a difficult 
question in the early months. 

3. It will show the presence of inter-uterine growths, such as myomata 
or carcinomata, in cases of metrorrhagia with a big uterus, and so dis- 
tinguish them from “‘fibrosis uteri.’ 

4. It gives a very good idea as to the ease or otherwise of an intended 
myomectomy. 

5. It will decide whether a pelvic tumour is of a gynecological nature 
or not—for example, in a case of carcinoma of the colon which had become 
adherent to the fundus both Fallopian tubes were normal. 


Hemophilia in the new-born. 

Blonstein delivered a primipara, aged 23, after an uneventiul pregnancy 
of an apparently healthy male child weighing cight pounds. Heemorrhage 
occurred from the divided frenum linguie, from an abrasion on the nose 
and from the base of the cord. Melcena was also present. Notwithstanding 
treatinent by adrenaline chloride and normal horse serum the child died on 
the sixth day. 


The Clinical Journal. 
April 3, 1929. 
Radium in the treatment of malignant disease. G. I. Gask. 
*The clinical value of referred shoulder pain. 1). W. Riches. 
May 1, 1929. 
*Spontanecous restitution of an inverted uterus. M. H. Phillips. 
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June 12, 1929. 

*The uses of radium in gynecology. T. G. Stevens. 
June 19, 1929. 

Practical points in artificial feeding. B. Schlesinger. 


The clinical value of reierred shoulder pain. 

As the result of an enquiry to determine the frequency of referred 
shoulder pain and its importance as a clinical aid to diagnosis and treatment 
it was found that out of 144 possible cases in only seven, less than five per 
cent, was shoulder pain present of sufficient intensity to cause complaint. 
In no case did the symptom appear to have been a definite factor in aiding 
the diagnosis, nor did it influence the treatment adopted. Nevertheless, 
Riches considers the symptom to be one of considerable interest, a know- 
ledge of its possibility being necessary to avoid misunderstanding when it 
does occur, 


Spontaneous restitution of an inverted uterus. 

Phillips records the case of a primipara in whom, on the twelfth day of 
the puerperium, a lump had suddenly appeared at the vulva whilst sitting 
on the chamber. Half an hour later the lump was pushed back by her 
doctor who sent the case to hospital as one of inversion. The patient looked 
terribly ill, was profoundly blanched and had a pulse-rate of 150, and a 
temperature of 100.6°. The completely inverted uterus filled the capacious 
vagina. It was covered by superficial grey sloughs and there was a scanty 
olfensive discharge. A solution of glycerine-glauramine was poured into 
the vagina daily. Next day the temperature was 103°, and streptococci 
and staphylococci were grown from uterine swabs, though blood culture 
was sterile. A half litre of citrated blood was given intravenously. On 
the two following days there were brisk haemorrhages, for which the vagina 
was packed and one ¢.c. of haemoplastin was injected. Hot saline vaginal 
douches were given, followed by a second blood transfusion. On the 
twenticth day the inverted uterus was noted to be smaller and redder. 
xamination with the Sims speculum showed that the body of the uterus 
had disappeared [rom view, the rim of the cervix being visible, and within 
it lay a bilobed mass of placental tissue which was removed under anzes- 
thesia. The uterus felt bimanually was well involuted. The patient 
returned home three weeks later. 


The uses of radium in gynaecology. 
Stevens considers that of all the uses of radium treatment of severe 
haemorrhage not due to carcinoma is, perhaps, the most satisfactory. He has 
abandoned the Wertheim operation for carcinoma of the cervix, and now 
prefers the Stockholm method of massive doses for a short time to the needle 
method of small doses for a long time, the growth disappearing in about 
six weeks, usually without necrosis. If we can evolve a method of treating 
vland metastases as well as the primary growth we shall obtain far better 
results. He finds the results of hysterectomy so good and the mortality 
so low in carcinoma of the body that he sees no reason to change to radium, 
which he uses only if some contra-indication to hysterectomy is present, 
such as obesity, heart disease or chronic bronchitis. 
In the very rare cases of carcinoma of the vagina, radium offers a much 
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better chance of cure than any operation, whilst the results of complete 
excision of carcinoma of the vulva together with the glands in both groins 
at one sitting gives such good results that there is no reason to change 
over to radium. 

Stevens insists that experience is necessary in all cases in which radium 
is used. No routine method can be laid down, since every case differs in 
some particulars, so that the dosage and the method of application have 
often to be varied. Preliminary disinfection of any growth to be treated is 
of great importance, and in cervical cancer pyometra must not be overlooked. 
If the uterus contains pus it must be washed out and the cavity disinfected 
and drained before the radium is applied. 


The British Journal of Urology. 


Vol I, No. 1, March, 1929. 
*Urology in relation to Gynecology. V. Bonney. 


Urology in relation to Gynecology. 

Bonney considers that the relations between gynecology and urology 
are so close that no one can become competent in one unless he possesses 
a good working knowledge of the other, since the urinary and genital 
systems in women are in such close juxtaposition that deformity, injury, 
inflammation or new growth of the one almost invariably affects the other. 
He discusses the subject under four headings : 1. genital deformity as it 
affects the urinary tract, in which he deals chiefly with deformities of 
“the pelvic shelf.’”’ 2. genital injury as it affects the urinary tract dealing 
chiefly with bacilluria, pyelitis, cystitis and post-operative ureteric 
fistulae : (3) genital inflammation as it affects the urinary tract; and (4) 
genital growth as it affects the urinary tract. He states that if, in the course 
of Wertheim’s operation, the surgeon finds both ureters obstructed it 
is better, as a rule, to abandon the operation. 


The Quarterly Journal of Medicine. 


Vol. 22, No. 87, April, 1929. 

*An investigation of blood-pressure, pulse-rate and the response to exercise 
during normal pregnancy and some observations after confinement. 
D. C. Hare and M, N. Karn. 

*Studies in blood and urine chemistry during pregnaney.  Pleod-sugar 
Curves. E. C. P. Williams and I. Wills. 

An investigation of blood-pressure, pulce-rate and response to exercise during normal 
pregnancy and some observations after confinement, 

The conclusions drawn from this extensive clinical investigation on the 
physiological reactions during the course of normal pregnancy ate thus 
expressed :— 

1. The average systolic blood pressure of healthy women during prey: 
nancy is lower than the average non-pregnant women, also the average 
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deviation during pregnancy is less and the range is consequently slightly 
smaller. Changes show a tendency to a lower pressure in the middle 
period than in the earlier weeks of pregnancy, there being a slight but 
significant rise in the last three months. Any considerable rise is to be 
associated with the onset of a toxic condition. The mean pressures show 


no relation to age except over 35 years, when the mean is significantly 
higher. 


2. The mean diastolic pressure during pregnancy is not significantly 
different from that of non-pregnant women. The general mean must, 
however, be considered in relation to the changes occurring with the 
normal pregnancy which are of definite significance. During the first 
six months the mean pressures are below the general mean, and there is 
a steady rise from the seventh month to a maximum in the last month, 
which is higher than the mean for non-pregnant women. 


3. The pulse-pressure is lower than that of non-pregnant women, and 
falls with the advance of pregnancy. 


4. The pulse-rate during pregnancy is not significantly altered from the 
normal. The difference between the sitting and standing rates is within 
the range of the normal increase. The pulse-rates show no significant 
correlation with the period of pregnancy. 


5. An exercise test is well performed, and the pulse-rates after exer- 
cise are not significantly different from those of controls; in the last 
months of pregnancy the mean rates after exercise are below those of the 
preceding periods. The rates after exercise are highly correlated with the 
resting rate. 

6, The “cardiac energy”? index falls in later pregnancy below the normal 
figure but the application of the index is considered to be of doubtful 
value. There is no evidence to be found in this work of embarrassment of 
the circulation during the later months of pregnancy. 


7. The mean systolic pressure during the first week following partu- 
rition remains at the same level as in the ninth month of pregnancy, but 
reaches a low mean figure, 111mm. Hg. subsequently, and returns very 
shortly to the control figure. 

The diastolic pressure falls from the raised figure of the last weeks of 
pregnancy to a normal figure, 74 mm. Hg. in the first week, and varies 
little subsequently. Pulse-pressure rises in the first week to go mm. Hg. 
and then falls remaining below the control figure up to six months, 

&. The mean resting pulse following parturition is lower than at any 
period during pregnancy; the lower rate, 71 per minute, occurs after the 
first weck, namely from the second week to the end of the first month. 
The rate remains below the control figure throughout. 

gy. Studics in basal metabolism in pregnancy and the post-natal period 
published by other workers are referred to, and the coincidence of the 
lowest metabolic rate as found by others and of the minimum pulse-rate 
and pulse-pressures as found in this investigation in the second to the 
fourth weeks after confinement is pointed out, ‘These minimum 


meta- 
bolic rates are below those for non-pregnant cases, 


io. The product pulse-pressure x pulse-rate has been examined. 
Viter confinements low values are obtained : they persist up to six months. 
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Studies in blood and urine chemistry during pregnancy. Blood-sugar curves. 

This preliminary paper on blood-sugar curves during pregnancy enables 
Williams and Wills to draw the following conclusions :— 

1. The blood-sugar curves of normal non-glycosuric pregnant women 
in all periods of pregnancy and the puerperium fall well within the range 
of curves obtained from normal non-pregnant women. 

2. The blood-sugar curves in normal non-glycosuric pregnant women 
tend to drop as pregnancy progresses, then to rise in the early puerperium 
and return to normal in a few weeks. 

3. The renal threshold would appear to be lowered in the majority of 
normal pregnant women, probably in all, but this could not be shown 
conclusively by the methods employed. 

4. The incidence of symptomless glycosuria on an ordinary diet is 5.4 
per cent of all pregnant women (640 cases). 

5. The incidence of renal leaks after 100 grm. of glucose in normal non- 
glycosuric pregnant women is 60 per cent. 

6. As far as the normal case has been followed through, no case that 
leaks sugar in the early months, either on ordinary diet (true glycosuria) 
or after a sugar test, ceases to leak as pregnancy progresses. 

7. The lowering of the renal threshold though a factor in all the glyco- 
suric cases is not the major one in its causation of the glycosurias of 
pregnancy, but rather it is the association of the lowered threshold with an 
abnormally raised plood-sugar curve. Only four out of 21 glycosurias 
were simple renal leaks. 

8. The curves of the normal glycosuric cases are not diabetic in type 
but approximate rather to exaggerated “‘lag’’ curves. 

g. In these glycosuric cases excluding the true renal leaks, the curve 
rises as pregnancy proceeds. 

10. The raised curves found in the majority of the glycosuric cases 
persist after pregnancy, though the glycosuria may disappear owing to a 
rise in the renal threshold for glucose. 

11. The simple glycosurias of pregnancy would appear to be of slight 
significance, as the cases have normal pregnancies and normal children on 
diet in which carbohydrate is spaced. 


The Medical Journal of Australia. 
No. 1, January 5, 1920. 
Prophylactic obstetric practice. H. 1,. Kesteven 


No. 9, March 2, 19209. 
*Analgesia during labour. KE. B. Moore. 


No. 13, Mareh 30, 1929. 
Chorion epithelioma in a male. J. Tansey and 1,. Utz. 


Analgesia during labour. 


Moore employs the following modification of Gwathmey's technique : 


He gives a primary injection of oor gramme (one-sixth of a grain) of 
morphine and two cubic centimetres of 50 per cent magnesium sulphate 
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followed immediately by sixty cubic centimetres (two ounces) of 50 per 
cent ether in olive oil to which 0.42 gramme (seven grains) of chloretone 
has been added as a local anesthetic. The result is to prolong the effect 
of the first injection and to render the second or main injection less 
likely to be expelled. Good results have been obtained in 192 cases, and 
Moore considers that the most pleasing and striking result is the con- 
dition of the mother after her confinement. Having been spared the 
exhausting fatigue of pain she often expresses herself as feeling able to 
get up at once if allowed. Moore has never noticed any excitement while 
the patient is under the analgesia and the placidity of the patient is so 
pronounced that the nursing staff has dubbed the method “silent labour.” 


F.E. T. 


Journal of the College of Surgeons of Australia 


Vol. i, No. 3, March 1929. 
*Abnormalities of the hind end of the body. J. L. McKelvey. 
*A clinical and pathological study of endometriosis. E. S. J. King 
J. Fiddes. 


Abnormalities of the hind end of the body. 

Mckelvey’s conclusion to this paper runs thus :— 

Can any definite reason be given why such deformities should occur, 
why the sexual organs in some should, for example, stop at a chelonian 
or marsupial milestone : and the victims, like Richard III, be deformed, 
unfinished, sent before their time into this breathing world, scarce half 
made up? John Hunter believed they lacked the ‘‘stimulus of perfection,” 
a term not understood by his contemporaries, but suggesting to us the 
influence of an internal secretion, as of the sex glands. It is possible that 
there is some deficiency of hormone in the sex gland at a time when it 
is needed to spur the genitalia to the full development; but in the graver 
abnormalities of ectopia vesice we are at a loss for an explanation unless 
we accept that given by Moll of placental inflammation limiting or hinder- 
ing the blood supply to the affected part. None of the theories formulated 
to explain these anatomical deficiencies seems entirely satisfactory. So 
that we are reminded of Hamlet’s remark to his friend: ‘“There are more 
things in heaven and earth, Horatio, than are dreamt of in your philosophy.” 


A clinical and pathological study of endometriosis. 

To this extensive and beautifully illustrated article a full bibliography 
is appended and the following conclusions are drawn :— 

1. Endometriosis is not an uncommon condition. 

2. A diagnosis is apparently at present frequently not made owing 
to: (i) Lack of knowledge of the diversity of the appearances of the 
condition, (ii) insufficient investigation of material removed at operation. 

3. Endometriosis is usually of serious import and therefore a correct 
and complete diagnosis is essential. 

4. Diagnosis is also important as the condition may be multiple and 
other lesions must be recognized for treatment to be successful, 
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5. Diagnosis is difficult at times, even with microscopic aid, so that 
a thorough investigation is necessary in doubtful cases. 

6. Spontaneous recovery, if it occurs at all, is unlikely without con- 
siderable morbidity. 


7. Prognosis depends largely on the treatment which at present is 
mainly surgical. 

8. The best treatment is not at present definitely determined, so that 
clinical investigation in this field, especially with regard to radium and 
deep X-ray therapy, is desirable. 

g. The condition is of importance to the general surgeon as well as to 
the gynecologist, owing to the ubiquity of the growths in the lower 
abdomen of the female. 


American Journal of Obstetrics and Gynecology. 


December, 1928. 

“Observations on blood sugar and serum calcium in relation to lactation 
in women, with a study of its possible relationship to parturient 
paresis. V. J. Harding, H. Murphy and C. E. Downs. 

“Repeated laparotrachelotomy, g1 cases. J. B. Lee, L. E. Nadelhotfer 
and J. P. Greenhill. . 

*Salpingitis. The case for expectant treatment. J. Miller. 

The diagnosis of foetal informities in utero. F. H. Falls. 

*Artificial production of sterility. J. Jarcho. 

“Leiomyosarcoma of the uterus. E. C. Sage and A. J. Miller. 
Cholecystographic studies in pregnancy. R. J. Crossen and S. Moore. 
Spurious pregnancy. R. Paddock. 

Radiation therapy in gynecology. I. I. Kaplan. 

Gonococcus infection in female children. T. J. Williams. 

*Preservation of ovary by means of intra-uterine transplantation in radical 
operations for adnexal disease. O. S. Pavlik. 

*Vaginal discharge due to trichomonas vaginalis. J. P. Greenhill. 

*Chorea gravidarum. A. M. Campbell. 

Bacillus pyocyaneus bacteremia of placental origin. J. D. Soifer. 

A self-retaining cannula for injection of liquids or gas in tubal insuftla- 
tion. C. S. Harper. 

Selected abstracts—Endometriosis. 

January 19209. 

*Radium therapy of carcinoma uteri. G. G. Ward. 

Changes in the leucocytes during labour and the puerperium. J. Jarcho. 

Dry labour. M. Schulze. 

A review of the pathology of one hundred and four consecutive miscar- 
riages in private obstetric practice. J. I. Huntington. 

*The decidual reaction in extra-uterine pregnancy. B.S. Kilne. 

Impetigo or pyodermatitis neonatorum. C. B. Reed. 

*Report of a case of placenta accreta; with a discussion of its treatment 
and the unusual sequelae. R. A. Wilson. 

The treatment of uterine injuries. I,. S. Schwartz, 
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Report on seventy-six cases of ectopic gestation. J. L. Bubis. 

The feetal mortality in breach presentations. Is prophylactic external 
version advisable? E. L. King and A. H. Gladden. 

Anemia in pregnancy. C. E. Galloway. 

Some physiological aspects of eclamptic toxeemia. L. A. LeDoux. 

Traumatic perforation of uterus with severance of rectum. W. W. 
Maxwell. 

Endometriosis of an abdominal scar following Czesarean section. P. H. 
Williams. 

Reciprocal relations between diseases of the alimentary and female 
genital systems. A. J. Walcheid. 

Case of intestinal obstruction simulating twisted ovarian cyst. A. J. 
Fleischer. 

A four-bladed speculum. H. M. Nelson. 

The fluctuation of blood sugar before and after an eclamptic convulsion. 
J. M. Laferty, J. A. Nark and J. J. Sweeny. 

Repair of vesico-vaginal fistula. A. E. Hertzler. 

silateral tubal pregnancy with rupture of both tubes. H. H. Johnson. 

Early adenocarcinoma of uterine body completely removed by curettage. 
S. Seides. 

Selected abstracts—The hormones of ovary and anterior pituitary. 


February 1929. 


‘The relation of ectopic gestation to the associated uterine changes and 
vaginal bleeding. S. H. Geist and M. R. Matus. 
“The carly diagnosis and prevention of carcinoma of the cervix. F. A. 
Pemberton and G. S. Smith. 
A\ réntgenographic study of placental infarcts. H. Thoms. 
The diagnosis of early pregnancy through the detection of female sex 
hormone in the urine. C. Mazer and J. Heffman. 
A myoma, a sarcoma and a carcinoma developing in the same uterus. 
U. Newell. 
[pisiotomy with modified operative technique. W. J. Blevins. 
Kythmic variations in the vascularity of the uterus of the guinea pig 
during the cestrous cycle. J. E. Markee. 
The progress of teaching and practice in gynecology during the last 
four decades. B. C. Hirst. 
Post-partum bladder complications. G. C. Prather. 
*Protein therapy in gynecology. G. F. Hibbert. 
The interposition operation for prolapse of the uterus. J. L. Baer and 
R. A. Reis. 
Carcinoma of fundus of uterus following Watkin’s interposition 
operation. A. Corvese. 
Severe toxemia of pregnancy with jaundice. I. F. Stein and M. LI. 
Leventhall. 
Carcinoma of the ovary after the menopause associated with recurrence 
of uterine bleeding. A. Strauss. 
Iyxpericnees in the management of pregnancy complicated by heart 
‘liscase. H. E. B. Pardee. 
\ modification of the classic forceps and its application. S. Seides. 
A new device for performing median episiotomy. W. A. Michael. 
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Collective review. The second international congress of radiology at 
Stockholm. July, 1928. A. Stein. 

Selected abstracts. Myoma. 

Miscellaneous abstracts. 


March 1929. 


*The therapeutic value of a new concentrated streptococcus antitoxin in 
puerperal fever. A. F. Lash. 

*A study of the use of parathormone in the control of menstrual bleeding. 
E. Allen and H. C. Goldthorpe. 

*Experimental endometriosis. S.S. Schochet. 

The metabolism of galactose. V. The effect on the tolerance of the cycle 
of reproduction. A. W. Rowe and M. McGuinness. 

*Torsion of the fibromatous uterus. T. C. Peightal. 

Sterility with special reference to the spermatozoon. L. W. Mason. 

The ratio of urea nitrogen to total non-protein nitrogen in the blood 
in normal pregnancy. W. Dennis, E. L. King and F. Briggs. 

*A comparative study based on five hundred consecutive cases of induction 
of labour. R. A. Reis. 

Hemiplegia during pregnancy with the report of a case. R. A. Scott. 

Cesarean section. C. B. Lull. 

Prophylactic treatment of puerperal infection by intrauterine applications 
of antiseptic solutions. S. S. Rosenfeld. 

Some factors in post-partum maternal morbidity. O. J. Toland. 

Collective Review—New Books—R. T. Frank. 

Selected Abstracts—Obstetric operations. 


April 1929. 

‘The hepatic lesion in eclampsia. W. J. Dieckmann. 

“Is surgical intervention justifiable in the treatment of metrophlebitis 
and thrombophlebitis of the pelvic veins? J. O. Polak. 

“Complete lacerations of the perinaeum and their surgical treatment. 
L. E. Phaneuf. 

“Uterotubal insufflation followed by pregnancy in 205 cases Out of a series 
of 2,000 cases of infertility. I. C. Rubin. 

*Radiuin in the treatment of menorrhagia of adolescence aud of the meno- 
pause. I,. J. Stacy and R. D. Mussey. 

“The radium treatment of fibroids and fibrosis uteri. F. A. Cleland. 

*The effect of X-ray and radium upon the fetus in utero. P. Toombs 

Pyometra following radium therapy for uterine cancer. P. Brooke Bland. 

“Hyperthyroidism complicating pregnancy. F. H. Falls. 

The relation of basal metabolism to gestation. J. C. Litzenberg an 
J. B:. Carey. 

“Disturbances in carbohydrate metabolism toxemia of pregnaney. 
P. Titus. 

The vaginal approach for certain intraperitoneal operations. W. W. 
Babcock. 

Factors governing blood loss in the third stage of labour. T.. A. Calkins. 

The teaching of operative obstetrics. A. M. Mendenhall. 

*Problems associated with the cervix. R. R. Huggins. 

A study of 165 consecutive sections including a comparison between 1o4 
classical operations and Japarotrachelotomics. J. Quigley. 
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May 1929. 

*Decidual formation on the peritoneal surface of the gravid uterus. J. 
Hofbauer. 

Cholecystography as an aid in determining gall bladder stasis in preg- 
naucy. S. J. Fogelson. 

*A statistical and clinical study on one thousand cases of sterility. D, 
Macomber. 

The use of mercurochrome as a vaginal antiseptic before Caesarean section. 
H. W. Mayes. 

Reactions of the peritoneum. J. W. Kennedy. 

Neurologic symptoms in the pregnant woman. C. W. Burr. 

Modern conceptions of renal derangements in pregnancy. G. Kolischer. 

A survey of Czaesarean section at the Methodist Episcopal Maternity. 
O. P. Humpstone. 

*Procidentia. A study of 683 cases treated between 1875 and 1928 at the 
Free Hospital for Women, Brookline, Massachusetts. G. Van Smith, 
W. P. Graves and F. A. Pemberton. 

Diabetic coma complicating pregnancy. M. S. Merriam. 


Observations on blood sugar and serum calcium in relation to lactation in women, 
with a study of its possible relationship to parturient paresis. 

The occurrence of albuminuria, convulsions and coma in the milk- 
fever or parturient paresis of cattle indicates a possible parallelism 
between this disease and the late toxeemias of pregnancy. It has been 
shown, for instance, that the blood sugar in cattle varies inversely with 
the output of milk, and it is easy to understand how a small intercurrent 
factor (c.g. mild sepsis) might lower the blood sugar level of a lactating 
cow to such an extent as to produce clinical manifestations of hypogly- 
cemia. Observers have also demonstrated that cattle suffering with milk 
fever have hypoglyczemia and can be improved by the injection of glucose, 
just as Titus claims for eclamptic women. 

Harding and his co-workers, however, found no lowering of the blood 
sugar or blood calcium in lactating women in a series of elaborate tests. 
They conclude either that the endocrine balance in women is more flexible 
than in the cow, or, more probably, that the amount of lactation never 
rises to such an excessive amount as to disturb the balance. 

They found it difficult to raise the serum calcium by the administration 
of parathyroid extract or to influence the secretion of milk. The adminis- 
tration of insulin to a lactating woman only lowers the milk output if 
associated with emotional symptoms. 


Repeated laparotrachelotomy, 91 cases. 

Delece and his associates performed repeated laparotrachelotomies in gt 
cases, i.e, $2 were done for a second time, eight for a third, and one for 
a fourth time. The mortality was 2.2 per cent—both deaths were due to 
peritonitis. The first patient was infected on admission, and the second 
died, in DeLee’s opinion, as the result of peritonitis which originated from 
the Fallopian tube and was lighted up by excision of part of the Fallopian 
tube to sterilize the patient. He has noted that patients who have had 
manipulations on the Fallopian tubes have more reaction than others, 
Which he attributes to lighting up of latent infections in the Fallopian 
tubes, 
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Unlike the classical operation fertility is but little interfered with. 
There was no case of ruptured uterus, but in one case the upper end of 
the scar was very thin. At least twelve women who have had a previous 
lower uterine Czesarean section have had vaginal deliveries and some of 
them have been long and difficult. This speaks well for the strength of 
the cervical scar. Some histological examinations on the scar however 
have shown that there is often an undue amount of fibrous tissue. De Lee 
recommends interrupted sutures as being less liable to strangulate the 
tissues because as far as the investigation of the scars has gone it shows 
that thin scars oftener follow continuous suturing. He himself prior to 
these histological findings had practiced interrupted suturing on clinical 
experience. Adhesions were found in 4o per cent of the cases but they 
were mostly thin and unimportant. There was no difficulty as might have 
been anticipated in separating the bladder after a previous laparotrache- 
lotomy, but the bladder is frequently displaced upwards so that in re- 


opening the abdomen it is wise to open the peritoneum at the upper end 
of the incision. 


Salpingitis. The case for expectant treatment. 

Miller is opposed to immediate surgical treatment in salpingitis 
and the only argument which he knows in its favour is that of expediency. 
He points out that salpingitis is an infectious disease in which auto- 
sterilization will occur in the great majority of cases and in which spon- 
taneous clinical cure is possible in a considerable number of women. 
There is, therefore, no indication for immediate surgery in any case, and 


often no indication for delayed surgery either. If operation becomes 
necessary, it must be radical enough to cure, but not a ruthless and useless 
extirpation of unaffected organs. 


Artificial production of sterility. 

Jarcho is dissatisfied with contraceptive methods or the induction of 
abortion, when for economic or other reasons a child is not desired. 
Surgical sterilization is too drastic. Biological immunization of the female 
organism to seminal products offers promise of a means of inducing a 
temporary sterility. The most promising method by which artificia} 
biological sterility can be produced is by the injection of spermatozoa 
derived from the same or some other species and either alive or dead. The 
author has experimented with rabbits along these lines and claims to 
have sterilized one for nearly seven months. 


Leiomyosarcoma of the uterus. 


Sage and Miller report an interesting example of this rare condition 
with full bibliography. 


Preservation of ovary by means of intra-uterine transplantation in radical operations 
for adnexal disease. 
favlick after a review of the reported results of transplantation of the 
ovaries into the uterine body, presents a series of sixteen patients operated 
upon by himself. In cleven cases a free graft was inserted into the uterine 
horn. In all these cases menstruation began in from six weeks to three 


months after the operation. There was no case of pregnancy. In the 
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second group of five cases the ovary was implanted into the uterus still 
attached to its blood vessels. Menstrual functions were re-established 


as in the first group. One patient became pregnant but aborted at two 
months. 


Vaginal discharge due to trichomonas vaginalis. 

Greenhill points out that the presence of this protozoon is overlooked 
because it is not readily found in films. It must be looked for by the 
hanging drop method. The clinical picture is rather striking. The 
patients complain of a profuse discharge often associated with itching of 
the vulva. The odour of the discharge is often disagreeable. On examin- 
ation small ‘‘condylomata” may be seen at the introitus which is reddened. 
The vaginal wall has a deep orange colour and presents the appearance 
of an inflammatory condition. The vagina contains a large amount of 
greenish pus which tends to be foamy. Sometimes the discharge is thin 
and watery. The author advocates a one in ten methylene blue glycerine 
solution placed in the vagina on a tampon. 


Chorea gravidarum. 


Campbell after a review of the literature has satisfied himself that 
the cause of the disease is an infection and that the pathological changes 
consist of inflammatory areas located in the basal ganglia. Foci of sepsis 
should be looked for in ante-natal examinations and ‘neurotic patients 
should be carefully managed. By such means the incidence of the disease 
should be reduced. Conservative treatment is sufficient in most cases 


but interruption of pregnancy must be resorted to in the extremely severe 
forms. 


Radium therapy of carcinoma uteri. 

Ward gives an account of ten years experience with 
treatment of cancer at the Woman’s Hospital, New York. One hundred 
and fitty four cases of carcinoma of the cervix have been treated five years 
ago or longer. Of these 134 have been primary cases treated by radium 
alone. The results of all cases treated show a five year cure rate of 23.1 
per cent, as compared with 22.4 at the Radium Hemet. There were 32 
operable cases with a cure rate of 53.1 per cent as compared with the 
Radium Hemet figure of 44.4 per cent. 


radium 


The average initial dose is between 2,400 and 4,200 milligram hours, 
He does not employ the Heyman technique. He does not use X-ray radia- 
tion though he has tried it without any improved results. 

The patients are seen cach month and at the earliest sign of recurrence 
repeated doses are given. He is careful as to prognosis even in 
apparently hopeless cases as he has met with remarkable recoveries. 
Post-radiation hiematometra and pyometra often simulate recurrence and 
should be watched for. ‘he occasional passage of a dilator is all that 
is necessary to prevent re-collection. 

There were nine cases of fistula in 196 cases treated. Recto-vaginal 
fistule tend to heal, but those into the bladder will persist unless operated 
upon. 


Ward has no statistics for carcinoma of the body as vet, but he favours 
radiation followed by hysterectomy. 
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The decidual reaction in extra-uterine pregnancy. 

Kline concludes from a study of 74 cases of extra-uterine gestation that 
a decidual reaction of some degree always occurs at the implantation site 
and persists as long as the choronic villi are intact. After death of the 
ovum the local decidual reaction undergoes involution. A decidual 
rcaction in other portions of the Fallopian tube and uterus is not constant. 
The vaginal bleeding depends upon changes other than the casting oft 
of the uterine decidua. 


Report of a case oi placental accreta; with a discussion of its treatmeni and the 
unusual sequele. 

Wilson reports a case of partial placenta accreta in which he removed 
the adherent placental tissue with great diticulty. Histological exam- 
ination showed that it contained muscular tissue with placental remains. 
The patient developed gangrene of the leg on the eighth day and blood 
cultures grew non-heemolytic streptococci. The patient died on the 
twelfth day. At a partial post-mortem the uterus was found to be 
gangrenous. Wilson considers that this was due to septic thrombosis of 
the uterine veins. He considers that hysterectomy is the safest course in 
such cases. 


The relation of ectopic gestation to the associated uterine changes and vaginal 
bleeding. 
Geist and Morris from an analysis of their findings conclude that the 
occurrence of bleeding in ectopic gestations may be attributed to a variety 
of causes. Mechanical interference with the object of inducing abortion 


by women who think that they are normally pregnant may cause vaginal 
bleeding. Slight bleeding in ectopic gestation may be analogous to the 
bleeding of threatened abortion in uterine pregnancy and may not cause 
the death of the ectopic ovum. Bleeding of any decided amount is initiated 
by death of the chorionic tissue. 


The early diagnosis and prevention of carcinoma of the cervix. 

Pemberton and Smith report that for many years it has been the rule 
at the Free Hospital for Women to examine all cervices removed tot 
whatever cause and to remove portions of suspicious cervices tor histo- 
logical examination. In this way sixteen cases of unsuspected cancet 
have been found. ‘This figure represents 2.39 per cent of the total numbet 
of cervical cancers seen at the hospital. They do not think that there is 
any harm in taking portions for section. Five out of 3,814 patients on 
whom trachelorrhapliy was performed were known to have developed 
carcinoma. But none out of 1,408 cases of cauterization of the cervix ot 
74o cases of amputation of the cervix developed cancer. ‘Twelve patients 
out of 659 with carcinoma of the cervix had had trachelorrhaphy but none 
had had either cautery or amputation. 


Protein therapy in gynecology. 

Hibbert reports well of protein injections in acute and chronic pelvic 
infections and thinks that it should be tried before operative measures are 
attempted 
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The therapeutic value of a new concentrated streptococcus antitoxin in puperal fever. 

lash treated 57 women who were suffering from puerperal sepsis 
with this antitoxin. As we should expect, most of the patients with 
localized infection such as acute endometritis recovered. Seventy per 
cent of those with peritonitis or septicaemia died. The death rate amongst 
the controls not treated with antitoxin was only slightly higher, but, 
never-the-less, the author thinks highly of his antitoxin and regards it 


as comparable in its efficiency to diptheria antitoxin. Short notes of the 
cases are given. 


A study of the use of parathoromone in the control of menstrual bleeding. 

Allen and Goldthorpe have been trying for the past two years to 
control excessive menstrual bleeding with parathyroid hormone. The 
rationale of the treatment is based upon the increased coagulability of 
the blood encountered in hypercaleaemia. Only a few cases have been 
treated, but the authors regard their result as “encouraging.” 


Experimental endometriosis. 

After a good review of the conflicting opinions as to the origin of 
cndometriomata, the author records some observations on the capillary 
changes in experimental endometrial implants into the eyes of guinea pigs, 


but he ‘chooses to postpone the final conclusions until the work is 
completed.” 


Torsion of the fibromatous uterus. 


This article is a review of the subject with a full list of references. 
Peightal finds that the accident usually happens in women over 4o. 


Preg- 
nancy is not a factor in determining torsion, but the size of the fibroid has 
a direct effect. Torsion has occurred in uteri containing tumours as small as 
1.6 grammes but the average weight is five kilos. 


Subperitoneal tumours 
only cause torsion of the uterus when they are situated in the mid-line. 
On the other hand, interstitial tumours are more likely to cause torsion 
when situated near the cornu. 


There is no known cause tor torsion. It 
usually takes place at the isthmus and from left to right through an 
average of 180 degrees. 
types. 


Haematometra may occur in the more chronic 


The clinical symptoms noted in axial rotation of the uterus fall roughly 
into two groups, depending upon whether the torsion is acute and sudden, or 
slow and progressive. The former causes symptoms of an acute abdominal 
catastrophy. The symptoms are not progressive and in a few hours they 
become less acute. Then it may be possible to suggest a diagnosis from 
the presence of an abdominal tumour connected with and drawing up the 
cervix. The impossibility of passing a sound into the uterine xavity 
as a diagnostic sign has been stressed by all writers but, as the author 
remarks, few surgeons would undertake such a diagnostic procedure in 
an acute case. 


The slow or chronic torsion may be insidious, but more 
often a series of subacute attacks of pain is concluded by a violent attack 
of acute form. 


The occlusion of the caual in menstruating women wil! 
cause amenorrhcca and even the suspicion of pregnancy. 


The diagnosis of 
axial torsion has seldom been made before operation, 
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Seventy-five per cent of untreated cases die, and ten per cent after 
operation. All writers strongly deprecate attempts to reduce torsion by 
taxis without operation. Hysterectomy is the best treatment. 


A comparative study based on five hundred consecutive cases of induction of labour. 
Reis reports 500 consecutive inductions of labour in 430 patients, all of 
whom were past the thirty-eighth week of pregnancy. In 338 patients the 
induction was successful. In 26 patients there were two inductions, and 
in 16 patients there were three to five inductions. Six methods were tested. 
Pituitrin alone was successful in 26 per cent: castor oil in 53 per cent; 
castor oil and quinine in 63 per cent; castor oil and pituitrin in og per 
cent ; castor oil with quinine and pituitrin in 73 per cent, and bag insertions 
in 95 per cent. Stripping the membranes markedly increases the per- 
centage of successes in each group. After the membranes were stripped, 
pituitrin was successful in 36 per cent; castor oil in 77 per cent; castor 
oil and quinine in 81 per cent; castor oil and pituitrin in 83 per cent, and 
castor oil with quinine and pituitrin in 94 per cent. Primigravide 
respond to induction methods to the same degree as do multipare. 
Stripping the membranes does not hasten the onset of labour nor shorten 
the duration of labour. The medicinal induction of labour raises the gross 
and corrected morbidity from 8.6 per cent and 5.1 per cent to 10.5 per 
cent and 5.8 per cent respectively. When stripping is added, the morbidi- 
ties increase to 11.6 per cent and 6.4 per cent respectively. The morbidity 
following bag inductions in this series is 33.3 per cent and 27.7 per cent 


respectively. There is no effect upon fcetal mortality or morbidity. 


The hepatic lesion in eclampsia. 

Dieckmann reasons thus :—The lesions in the liver are unique and 
indicate capillary thrombosis. Eclamptic serum has not got the same 
power as normal serum in rendering placental extract non-toxic. It is 
assumed from this that the eclamptic serum is, so to speak, fully occupied, 
and that this saturation of function is brought about by the necessity of 
dealing with the circulating syncytial fragments. The author states that 
the function of normal serum is to neutralize the products of the intestinal 
digestion of proteins which would otherwise pass directly to the liver via 
the portal vein. Food intake lowers the coagulation rate of the blood, 
therefore the toxin from protein digestion is credited with the same power. 

If it be accepted that eclamptic serum is unable to deal effectively with 
these intestinal products their passage to the liver might be expected to 
cause capillary thrombosis. Tissue fibrinogen causes capillary throm- 
bosis and hence, if injected into the portal vein, should cause 
the liver lesions of eclampsia. This” etfeet was obtained. If by 
further work the author can produce the lesion by oral admimstration of 
fibrinogen he thinks that it would be sufficient evidence to explain the 
lesions of eclampsia and to answer the question as to why the limitation 
of protein intake during the last few weeks of pregnancy has been so 
effective. 


Is surgical intervention justifiable in the treatment of metrophiebitis and thrombo- 
phlebitis of the pelvic veins? 


In a reasoned reply Polak’s answer is in the negative. 
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Complete lacerations of the perineum and their surgical treatment. 

Phaneuf has operated upon 42 patients with complete rupture of the 
perineum by the technique which is usually ascribed to Lawson Tait, 
and has obtained good results which he tabulates. 


Uteretubal insuffiation followed by pregnancy in 205 cases out of a series of 2,000 
cases of infertility. 

Rubin concludes that there is a definite efficacy in his method because 
pregnancy followed within a month in women over thirty years of age 
who had been married for a period of five years and over, when no contra- 
ceptive precautions had been taken for at least a year. Furthermore, 
the cases in which the initial pressure was high on the first insufflation 
and was reduced to a relatively low one on a subsequent test just before 
pregnancy took place, indicate therapeutic action and eliminate the possi- 
bility of chance. 


Radium in the treatment of menorrhagia of adolescence and of the menopause. 

The authors find that a dose of radium of 800 to 1,0co mg. hours is 
sufficient to give good results in menorrhagia of the menopause. They 
suggest 200 mg. hours as the dose for menorrhagia of puberty to be re- 
peated if necessary. 


The radium treatment of fibroids and fibrosis uteri. 

Cleland reports 200 cases of fibroids and fibrosis uteri which he has 
treated by radium. He gives details of the cases. He finds that fibroids 
larger than a three months pregnancy and those which are causing 
pressure symptoms are not well treated with radium. Adnexial disease 
and ovarian tumours are also contra-indications for its use. Symptoms 
of degenerative changes indicate operation rather than radiation, as is 
also the case with submucous and subperitoneal tumours. If there is 
any uncertainty in the diagnosis or if there is need to deal with other 
intra-abdominal conditions, it is ‘better to operate. In young women 
myomectomy should be done in preference to radiation. 


The effect of X-ray and radium upon the fetus in utero. 

Toombs has collected data upon the possibility of injury to the child 
by radiation during gestation aud has come to the conclusion that diag- 
nostic exposure is not harmful unless resorted to too frequently. Therapeutic 
radiation causes abortion in early pregnancy and various deformities of 
eyes, brain and cord during the later months. The greater the dosage and 
the younger the foetus the greater the danger of injury. Radiation is 
necessary in malignancy without regard to the result upon the child. The 
author warns us to avoid radiation in obscure cases of tumour lest there 


be a foetus which will be subjected to immediate death or “something 
worse.” 


Hyperthyroidism complicating pregnancy. 

In a study of this complication Falls finds that mild hyperthyroidism is 
not uncommon and requires no special treatment. Many of the nervous 
symptoms of pregnancy are probably due to abnormal activity of the 
thyroid. Exophthalmic goitre may begin before pregnancy, and either 
get worse or improve during it. The vomiting and toxic symptoms of 
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exophthalmic goitre may be mistaken for true hyperemesis gravidarum. 
-atients should be treated conservatively with rest and iodine if possible 
until the thirty-fifth week when premature delivery following thyroid 
operation will be harmless to the baby. Operations may be performed 
in the early months of pregnancy with a fairly good chance to the infaut. 
The average maternal mortality is one per cent. These patients do well in 
labour, but in some cases Cesarean section is indicated. The babies born 
of mothers suffering from hyperthyroidism show no clinical evidence of 
goitre. 


Disturbances in carbohydrate metabolism in toxemia of pregnancy. 

Titus tries to give an answer to eight questions set out by Whitridge 
Williams as requiring an answer before any theory of eclampsia can 
be accepted. 

(a) What is the genesis of the hepatic lesions? The reply is that the 
lesions are the result of glycogen depletion of the hepatic cells. It is an 


open question as to whether the various phases of toxemia have specific 
lesions. 


(b) What is the predisposing influence of primiparity, multiple preg- 
nancy and hydramnios? Ttius cannot answer this. 

(c) Why is the disease more common in northern countries than in the 
tropics? A ready explanation of the comparative rarity of the disease 
in tropical countries is that the diet is a carbohydrate one as compared 
with northern countries. The lowered incidence of eclampsia in Germany 
during the war is recalled. Eclampsia is more common in temperate 
zones which are subject to sudden changes in temperature. There is 
an increase in blood sugar and in general metabolism during cold weather 
and abrupt changes might indicate fluctuations in blood sugar which have 
been shown to be characteristic of eclampsia. A woman who has acquired 
an unstable metabolic balance by incorrect diet might require nothing 
inore than a cold spell to upset it completely. 

(d) Why does its incidence increase as pregnancy approaches term ? 
Titus suggests that it is a question of the rate of growth and the demands 
upon the glycogen. Eclampsia may occur in early pregnancy in cases of 
vesicular mole. 

(ec) Why is marked cedema a favourable sign? It is now held that 
cedema in nephritis is protective and not harmful, therefore it is not 
peculiar to eclampsia. 

(f) Why is it that true eclampsia rarely recurs while chronic nephritis 
causes increasingly serious trouble in each succeeding pregnancy? The 
answer to this question is not very clear but Titus seems to suggest that 
eclampsia does not leave the kidneys uninjured but that the patient is 
more careful during her next pregnancy and so gets better antenatal care. 
In chronic nephritis one might have thought that the same would apply, 
but Titus thinks that pre-existing chronic nephritis may have a special 
predisposition to increasing susceptibility during pregnancy. 

(g) Why is extrauterine death of the feetus usually followed by 
improvement? Titus does not attempt to answer. 

(h) Why is a milk diet with its high protein and mineral content as 
efficacious as one low in protein and free of salt? To this Titus makes 
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answer that he does not think that the protein itself does harm so much 


as the absence of the carbohydrate. A milk diet has a high protein but 
also a high carbohydrate content. 


Problems associated with the cervix. 


Huggins says that it is our duty to teach the world that every diseased 
cervix should be cured, as it carries with it the possibility of cancer. 
When we have eliminated rats, flies and chronic cervical infections we 
shall have made a great stride in preventive medicine. 


Decidual formation on the peritoneal surface of the gravid uterus. 

Hofbauer in an interesting study of this condition points out the 
marked resemblance which exists between the topographical distribution 
of ectopic decidua and endometriosis. From the observations made in 
this investigation the production of aberrant decidua is due to a develop- 
ment in situ from mesenchyme elements which have retained their 
embryonic potentialities and are able to form glands, decidual cells 
and muscle. It follows that the «etiology of endometriosis may be con- 
sidered in a similar way. The author does not reject Sampson’s view 
but suggests that the blood which regurgitates through the Fallopian tube 
during menstruation may be the cetiological element which in some cases 
stimulates the mesothelium and mesochyme to form endometrial tissue. 
He is trying to decide the question by an experimental study. 


A statistical and clinical study on one thousand cases of sterility. 


This is a very long article by Macomber which may be of interest to 


those who study the statistical side of sterility. It cannot be abstracted 
with justice to the writer. 


Procidentia. A study of 683 cases treated between 1875 and 1928 at the Free 

Hospital for women, Brookline, Massachusetts. 

Smith, Graves and Pemberton have studied and tabulated 683 cases 
of procidentia treated from 1875 to 1928. The operative mortality was 
2.3 per cent. A study of the end-results showed that 70 per cent of women 
who had a partial vaginal plastic and abdominal suspension had anatomical 
cures, and 75 per cent had symptomatic cures. With a complete vaginal 
plastic and an abdominal fixation there were 80 per cent of anatomical and 
84 per cent of symptomatic cures. Complete recurrence has occurred in 
from three to six per cent of the cases. 


W. W. KING. 


Surgery, Gynecology and Obstetrics. 


Vol. xlviii, No. 4; April 1929. 
Fascia lapping as applied to the tissues of the vaginal wall—A misnomer. 
D. Bissell. 


Curettage preceding hysterectomy. LL. Davis. (Editorial). 


Vol. xlviii, No. 5, May 1929. 
*Shortening of broad ligaments and elevation and repair of utero-pubic fascia 
for uncomplicated prolapse of uterus and bladder. H. §. Crossen. 
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*Squamous cell carcinoma arising in a dermoid cyst of the ovary : report of 
three cases. J. C. Masson and N. C. Ochsenhirt. 

*Puerperal inversion of the uterus. L. E. Phaneuf. 

Tubo-ovarian disease. C. W. Hennington. (Editorial). 

The value of the rectal tube in operations for acute abdominal conditions. 
H. A. Bruce. (Editorial.) 


4 Vol. xlviii, No. 6, June 1929. 
*A clinical study of eight cases of myoma malignum. B. F. Schreiner. 
A general consideration of Caesarean section. A. J. Miller. 

*Ovarian irradiation and the health of the subsequent child: a review of 
more than two hundred previously unreported pregnancies in women 
subjected to pelvic irradiation. D. P. Murphy. 

Effect of blood in the peritoneal cavity upon the production of peritonitis 
in animals. J. P. Sparks and V. C. David. 

*The transperitoneal closure of vesico-vaginal fistule. F. Leguen. 

The importance of peritonization in abdominal surgery. J. E. Cannaday. 

The prevention of peritoneal adhesions. G. Gellhorn. 


Shortening of broad ligaments and elevation and repair of utero-pubic fascia for 
uncomplicated prolapse of uterus and bladder. 

Crossen states that experience has shown that uncomplicated prolapse 
of the uterus and bladder, no matter how severe, can be permanently 
corrected without the extensive abdominal operations or the extensive 
vaginal operations frequently employed for it. Abdominal operation is 
required in prolapse only when there is some complicating condition 
necessitating abdominal section, and vaginal hysterectomy is required only 
when there is some complication necessitating removal of the uterus. 

No one operation is best for all cases of prolapse. In this, as in other 
pelvic lesions, the patient should have the benefit of selective treatment. 
The accompanying conditions differ much in different cases and require 
different operative methods. In each case the various pathological con- 
ditions present should be accurately determined, and then the operative 
method best meeting those conditions should be employed. Some patients 
have complications necessitating abdominal section, and in such it may be 
advisable to complete the operative work for the prolapse by that route, 
the pelvic floor also being repaired. The prolapsed uterus may be so 
diseased that it must be removed, by abdominal or vaginal hysterectomy— 
the hysterectomy to be followed by adequate steps to restore the upper and 
lower supporting planes of the pelvis. 

In this article Crossen has considered only one class of cases of prolapse 
of the uterus and bladder, namely, the wncomplicated. This is a large 
class comprising many patients, and for each of them the operation 
described( shortening the broad ligaments with elevation and repair of the 
utero-pubic fascia) is very satisfactory. It is simple and effective. It 
accomplishes what is needed without unnecessary risk from extensive 
manipulations in the peritoneal cavity or from undue prolongation of the 
anesthesia. It is applicable both in the childbearing period and in later 
life. As already explained, excision of the cervix, when required for 
chronic cervicitis or cystic change, works in very well as a part of the 
operation. Another operation divides the field with this one after the 
menopause, and that is the interposition operation, The Wertheim-Watkins 
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interposition operation, in which the corpus uteri is interposed between the 
raised bladder and the anterior vaginal wall, is generally used. For the aged 
patient with extensive bladder prolapse it has the advantage that it inter- 
poses a firm body under the base of the bladder for support, instead of 
just the connective tissue which is sometimes quite atonic and stretchable 
in these patients. Either operation may be carried out under regional or 
local anzesthesia when conditions make it advisable to do so. 


Squamous cell carcinoma arising in a dermoid cyst of the ovary: report of three cases. 

In placing on record three cases Masson and Ochsenhirt point out that 
squamous cell carcinoma arising in a dermoid cyst of the ovary is not 
common, occurring in from 0.5 to five per cent of the cases. Thirty-three 
cases of squamous cell carcinoma arising from dermoid cyst of the ovary were 
also reviewed from the literature. The clinical differentiation of degeneration 
of the dermoid cyst of the ovary is practically impossible until the later 
stages. Microscopic examination is the only certain method of diagnosis. 
Every dermoid cyst of the ovary should be carefully examined miscroscopic- 
ally for malignant change. The prognosis is grave unless the cyst is removed 
early. Exploration should be performed in every case of tumour of the 
ovary unless there is absolute certainty as to its nature. 


Puerperal inversion of the uterus. 

Puerperal inversion of the uterus is a rare condition, the predisposing 
causes of which are uterine inertia, pressure on the fundus from above, and 
traction on the cord from below. Shock is the leading symptom and when 
this occurs after the third stage of labour, uterine inversion should always 
be borne in mind. In acute cases the uterus should be reinverted, manu- 
ally when possible, as soon as the condition is discovered. In cases in 
which this is not possible laparotomy and reposition by taxis seem to 
give the best results. Chronic inversion is well treated by the vaginal 
method; anterior colpohysterotomy (Spinelli operation) when the uterus 
can be saved, vaginal hysterectomy when the opposite obtains. The shock 
should be combated by blood transftision before attempting the operative 
procedures. The obstetric future of a woman who has had a Spinelli 
operation should be that of one delivered by a previous classical Caesarean 
section. 


A clinical study of eight cases of myoma malignum. 

Schreiner found malignant myomata in six-tenths of one per cent of 
all tumours of the uterus. Of the eight cases one was well clinically four 
years and nine months after treatment. In this case radiation treatment 
was used one month after operation. The end-results of the other seven 
cases were poor. Palliative results were obtained in a few instances. 
Malignant myomata cause death by direct extension and by metastases. 
All fibroids should be examined microscopically and if suspicion of malig- 
nancy is found such patients should be subjected to post-operative radiation 
immediately. 


Ovarian irradiation and the health of the subsequent child: a review of more than two 
hundred previously unreported pregnancies in women subjected to pelvic 
irradiation. 

Murphy considers that it appears reasonable to suspect that certain 
of the gross structural defects found among children irradiated in utero 
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result from such irradiation, and that there is as yet no definite indication 
that ovarian irradiation prior to fertilization has any detrimental influence 
upon the health or development of subsequent children. 


The transperitoneal closure of vesico-vaginal fistula. 

Leguen gives in detail the technique he employs in operation and 
enumerates among the more frequent complications, recurrence of fistula, 
formation of phosphatic stones form the use of chromic gut sutures, post- 
operative peritonitis and cystitis. The prevention of overdistension of the 
bladder is an important point in the post-operative treatment of vesico- 
vaginal fistulee. A permanent catheter introduced into the bladder or 
catheterization every four hours will prevent overdistension. 


F.E. T. 


The Journal of the American Medical Association. 


Vol. 92, No. 15, April 13, 1929. 
*Kraurosis vulvee. W. P. Graves and G. Van S. Smith. 
The development of the breast fed baby. (Editorial). 


Vol. 92, No. 18, May 4, 1929. 
*Constitutional factors in the causation of sterility. S. R. Meaker. 
*A new method of Roentgen pelvimetry. H. Thoms. 


Vol. 92, No. 19, May 11, 1929. 
Mongolism in one twin. R. H. Shattuck. 
*Brucella abortus infection. P. K. Jenkins. 
*Apparatus for utero-tubal insufflation. I. C. Rubin. 
Roentgen pelvimetry. (Editorial). 


Vol. 92, No. 21, May 25, 1929. 

*Anterior pituitary hormone in the blood during pregnancy : preliminary 
report. C. F. Fluhmann. 

*Auto-transfusion in case of ruptured extra-uterine pregnancy. R. 1 
Maynard and W. T. Rees. 

A device for collecting urine from indwelling ureteral catheters. R. M 
Le Comte and G. R. Gable. 

Vitamin E. (Editorial). 


Vol. 92, No. 22, June 1, 1929. 
The nutrition of the fetus. (Editorial). 


Vol. 92, No. 23, June 8, 1929. 
*Estimation of obstetric and gynecologic risks. R. Peterson. 
*Resuscitation of the asphyxiated new-born. A. Mathieu and A. Holman. 


Vol. 92, No. 24, June 15, 1929. 
*Liver extract in the toxeemia of pregnancy. A. M. Mendenhall and D. 1. 
Smith. 
Case of pseudo-hermaphroditism with operation for undescended testes. 
W. Hirsch and G. Jones. 
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Vol. 92, No. 25, June 22, 1929. 
*Vesical infection with Trichomonas vaginalis. J. W. Visher. 
The acidosis of pregnancy. (Editorial). 
Vol. 92, No. 26, June 29, 1929. 
*Strictures of the urethral meatus in the female. M. L. Boyd. 
*An aid to determination of the fetal heart during labour. J. L. Baer. 


Kraurosis vulve. 

Graves and Smith from an extensive review of the literature on kraurosis 
and leukoplakia indicate the difficulties which arise from the conflicting 
terminology, and a more uniform nomenclature is urged with retention of 
the word kraurosis in its original sense. They present clinical and histo- 
logical evidence which shows that kraurosis and leukoplakia used in the 
classic sense are phases of an identical process, whilst historical, clinical 
and histological evidence further shows the intimate relationship of krau- 
rosis and leukoplakia to cancer. The treatment of kraurosis is essentially 
surgical. 


Constitutional factors in the causation of sterility. 

Meaker’s conclusions are that: In cases of sterility, multiple causes 
are the rule rather than the exception The male carries a share of the res- 
ponsibility in the great majority of cases. Constitutional factors depres- 
sing the fertility of one or both partners are operative in a large proportion 
of cases. The incidence of constitutional faults is greater in the male than 
in the female; on the male side, constitutional faults are commoner than 
local faults. The intelligent management of sterility demands as a routine, 
in addition to gynecological and urological investigation, a comprehensive 
survey of the constitutional states of both husband and wife. 


A new method of Roentgen pelvimetry. 


Thoms pleads for a more extensive application of the roentgenometric 
methods to the problems of pelvic mensuration. 


Brucella abortus infection. 

It is interesting to note that Brucella abortus infection may also occur 
in men, and Jenkins records one such case in a man of 38, the diagnosis 
being made from the agglutination reaction. 


Apparatus for utero-tubal insufflation. 

Rubin describes and figures a new and improved apparatus for utero- 
tubal insufflation, claiming for it greater convenience and compactness, 
being encased in a portable handbag. 


Anterior pituitary hormone in the blood during pregnancy : preliminary regort. 

In this preliminary report Fluhmann states that the reactions found in 
the genital organs of immature white mice following the injection of blood 
serum from pregnant and non-pregnant patients may be classified in 
three groups, those attributed to the effects of a hormone from the anterior 
pituitary gland being considered the most important. 

One hundred patients were examined. Forty-eight represented normal 
pregnancies, and of these two gave negative results, eleven showed the 
presence of ovarian hormone alone, and thirty-five were positive for anterior 
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pituitary substance. Of fifty-two controls, two patients showed ovarian 
hormone, and six anterior pituitary hormone. Of the latter, four were 


patients with either an operative or a radiation castration, and two had 
functional amenorrhcea. 


Auto-transfusion in case of ruptured extra-uterine pregnancy. 

Maynard and Rees present a case of ruptured extra-uterine pregnancy 
in a woman aged 20 years to show the value of autotransfusion as a life 
saving procedure in cases of this character. It is essentially an emergency 
operation and is not unattended by certain dangers, especially that of 
introducing infection into the blood stream. The patient, they believe, 
would have succumbed had time been spent in procuring a donor and 
doing the necessary blood matching. 


Estimation of obstetric and gynecologic risks. 

Peterson considers that the estimation of operative risks is based on two 
factors : the nature of the operation and the condition of the patient who is 
to undergo such operation. Hence the most searching investigation must 
be conducted regarding the patient’s condition before any estimate of pre- 
operative risk can be made. He defines what he considers to be a good 
risk, a poor risk and a fair risk respectively, and states that he is out of 
sympathy with the attempts at standardization of operative risks now being 
made by certain hospitals. 


Resuscitation of the asphyxiated new-born. 

With Henderson’s observations as a basis, Mathieu and Holman consider 
that, in the new-born at least, some more practical device is necessary to 
place the mixture of carbon dioxide and oxygen where it may be used by 
the infant, in order to overcome the collapsibility of the embryonic larynx 
and trachea, and to prevent the gas from going to the stomach. The device 
should also be simple, cheap, easy to keep in order and easily accessible 
at alltimes. The tracheal catheter, they claim, meets all these requirements. 


Liver extract in the toxemia of pregnancy. 

In view of their inability to demonstrate any benefits from heparmone 
in twenty five cases of toxeemia of pregnancy, and of the alarming symp- 
toms produced in many cases, Mendenhall and Smiti: have discontinued its 
use. 


Vesical infection with Trichomonas vaginalis. 

Trichomonas vaginalis (Donné) is a flagellate protozoan which varies in 
size, but usually is about as large as a pus cell. The typical motile 
organism is oval or spindle shaped, and has four long flagella springing 
from its anterior pole, a short tail-like process extending from its posterior 
pole, and an undulating membrane on one side, extending between the 
two poles. It moves quite rapidly, spinning like a top on its transverse 
axis, propulsion being by means of the whipeord action of the flagella and 
the undulation of the membrane. Many non-motile trichomonads are also 
seen, some of which are spherical and hard to distinguish from pus cells, 
while others are very irregular in shape, sometimes resembling ameb:e 
with pseudopodia. The flagella and undulating membrane can seldom he 


seen in the fresh preparations unless the organism is motile. The organisms 
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can be differentiated from pus cells by the addition of acetic acid, which 
demonstrates the polymorphonuclear character of the latter. 

This case was reported by Visher because of the pronounced infestation 
of the bladder with trichomonads with probable extension of this infection 
to the kidney. The therapeutic response to pelvic and vesical lavage with 
mercurochrome was striking. 


Strictures of the urethral meatus in the female. 

Boyd considers that congenital stricture of the urethral meatus in the 
female seems to have been almost entirely overlooked, and for many years 
dilation has been employed instead of the clearly indicated meatotomy. 
Such a narrowing is often responsible for pyelitis in little girls. That it 
helps to cause some urinary infections is demonstrated in certain cases by the 
prompt disappearance after meatotomy of an infection that has been 
resistant to all the measures usually employed in treating urinary infections. 


An aid to determination of the fetal heart during labour. 

Baer finds the capillary circulation in the scalp when any portion of 
the scalp is visible in cephalic delivery is a useful index of the presence 
and quality of the foetal circulation. Intermittent finger pressure with the 
consequent blanching and more or less rapid return of colour affords him 
a reliable criterion of the condition of the fcetal heart. 


La Gynécologie 


March 1929. 
Report of four cases of large pelvic-abdominal tumours, partially or com- 
pletely sub-peritoneal. Technique of their extirpation. P. Petit-Dutaillis. 
*Report of cases of breech presentation at the obstetric clinic of the Faculty 
of Medicine at Strasbourg, January 1919-September 1928. F. Gateaux. 
April 1929. 
‘Operation for puerperal mastitis. KE. Bohler. 
“A case of double vagina with hydrocolpos. A. Descamps. 
May 1929. 
*Accessory suprarenal tissue in the broad ligament. R. Petit. 
Uriage water in gynecology. P. Sappey. 
Composition and method of employment of the waters of La Léchére-les- 
Bains. Their curative action in phlebitis and particularly the phlebitis 
of genital origin in the female. Millet. 


Report of cases of breech presentation at the obstetric clinic of the Faculty of Medi- 
cine at Strasbourg, January 1919-September 1928. 
The total deliveries during this period were 13,467 and there were 378 

cases of breech presentation (369 mothers and 378 infants). 

Operation for puerperal mastitis. 

Bohler has adopted a crescentic submammary incision for suppurative 
mastitis, claiming that it gives better access and drainage without the 
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necessity of a counter incision. The length of the incision is five to seven 
inches. The glandular tissue can be separated from the underlying struc- 
tures and then by direct palpation the collection of pus localized and 
evacuated by a longitudinal incision through its whole extent. 

The author claims a more satisfactory drainage by this method and also 
the obviation of the tendency to early healing of the cutaneous wound before 
drainage is complete, as so often happens when the incision it at a higher 
level than the abscess. The subsequent scar formation does not interfere 
with lactation in succeeding pregnancies. He also points out that multiple 
abscesses can be drained through one skin incision. 


A case of double vagina with hydrocolpos. 

This condition was discovered in a girl 15 years of age and was diagnosed 
as a cyst of Gartner’s duct or as a double vagina with atresia of the left 
division and formation of a hydrocolpos. 

An incision was made from below and about 30 c.cm. of clear liquid 
evacuated, the cyst was explored and found to extend for six cms. A 
portion of the lining was excised for microscopic examination. This 
examination showed the lining to be that of a second vagina. 


Accessory suprarenal tissue in the broad ligament. 

Petit has made a regular examination for the presence of suprarenal 
tissue in the broad ligament at all laparotomies and autopsies, and has 
found it to be present in five cases out of 175, thus not finding similar 
results to R. May who discovered this tissue in 10 cases out of 40 post-mortem 
operations. A microscopic report is given of the tissue found which in all 
cases was small in amount. 

He does not consider that it is possible to diagnose the presence of this 
tissue clinically. No case under his observation showed signs of early pre- 
cocity but only signs of cystic ovaries or myomatous uterus. He considers 
these islets of suprarenal tissue may be the starting point of generalized 
malignant disease and therefore recommends that they should always be 
looked for and extirpated when discovered. 

R. H. B. Adamson. 


Gynécologie et Obstétrique 


Vol. xviii, No. 4, 1928. 
Treatment of metritis by intra- and sub-mucous injections of vaccine 
Regional vaccination. Basset and Poincloux. 
*Comparison of results of treatment of cancer of the female genitalia by 
surgery and by radio-therapy (X-ray and radium). Archanguelsky. 
*The true causes of intra-cranial meningeal haemorrhages in the new-born. 
Pigeaud. 
Is retroflexion of the uterus capable of correction? Fintiktikow. 
Vol. xviii, No. 5, 1928. 
‘Late hemorrhages in the puerperium, indications for treatment by 
immediate hysterectomy. Couvelaire, Portes and Digonnet, 


652 Journal of Obstetrics and Gynzcology 


*On the results of the induction of premature labour in contracted pelves, 
Gameltoft. 

*On premature induced labour in cases of dystocia. Hauch. 

*On 65 cases of induction of premature labour in contracted pelves. Esimann. 
Uterine lipiodols : their use in gynaecology. Van der Elst and Gautot. 
Lumbar pain and its treatment. Rullé. 

Vol. xviii, No. 6, 1928. 

*Puerperal scarlet fever. de Lavergne and Fruhinsholz. 

*Contribution to the study of abortion brought on by abnormal insertion 
of placenta. Rhenter and Pigeaud. 

The foetal chin as a diagnostic aid in labour. Rullé. 

A new procedure of radio-pelvimetry. Antonetti. 

Surgical sterilization of women. Sergueeff. 

Vol. xix, No. 1, 1929. 

*Tuberculous meningitis and pregnancy. Couvelaire and Lacomme. 

"Epidural ancesthesia in obstetrics. J. R. Henry and L. Jaur. 

Fatal intra-abdominal hemorrhage at the end of pregnancy caused by 
decidual outgrowths on the posterior wall of the uterus. Widespread 
necrosis of the liver cells as in eclampsia. Konwer. 

Iyxtraction of the female horinone and the results of folliculino-therapy. 
Serdukoff, 

*Concerning the surgical restoration of the female urethra. Perard. 


Comparison of results of treatment of cancer of the female genitalia by surgery 
and by radio-therapy (X-ray and radium). 
Based on 9,159 surgical and 6,188 radio cases where data are sufficient to 

include five year test of cures and subdivision of groups into (1) operable, 

(2) borderline, (3) inoperable, and (4) desperate cases. 

On gross figures the surgical show 23 per cent cures and radio cases 15 
per cent : these are vitiated by the fact that the surgical figures show very 
few borderline cases and no inoperable or desperate ones. A set of tables 
is given showing gross results, percentages of cases in above groups in 
surgical and radio series, percentages of cures according to groups in sur- 
gical and radio series, and separate analyses of each group. Although 9,159 
surgical and 6,188 radio cases are stated in the beginning, these analyses 
of individual groups only refer to 482 surgical and 5,083 radio cases, and 
it is not stated why such a small portion of the surgical cases has been 
analysed. In the tables given in group 1 (operable), 424 surgical cases show 
38 per cent cures (cervix 35 per cent, corpus 46 per cent), 984 radio give 
Al per cent (41 per cent and 48 per cent). Group 2 (borderline), 52 surgical 
have five per cent cures (cervix five per cent, body nil, but only two cases 
are considered) ; 587 radio cases with 24 per cent cures (20 per cent and 24 
per cent. Group 3, inoperable, no surgical ; 3,065 radio cases with nine per 
cent cures. Group 4, desperate cases, no surgical; 457 radio with one per 
cent cures. 

It is unfortunate that the total surgical material was not analysed, and 
no account seems to have been taken of statistics of series of surgical cases 
reported where the inoperable cases are considered in assessing operability 
and percentage of cures of gross material for comparison with radio 
material, 
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The true causes of intra-cranial meningeal hemorrhages in the new-born. 
The following conclusions are reached :— 


1. Fatal meningeal heemorrhages of exclusively traumatic origin occur : 
they are rare. In the case of a normal foetus traversing a normal mechanism 
in a non-contracted pelvis, their existence has not been shown. 


2. The majority of fatal meningeal hzemorrhages of the new-born have 
an «etiology essentially medical; rarely an acute infection of the neonate, 
mote commonly an hereditary taint (toxcemias, chronic infections, usually 
hereditary syphilis). 

3. Obstetrical trauma only plays an accessory réle of occasional factor 
in the pathogenesis of these lesions. It puts the spot light on a congenital 
taint, capable itself of causing the hemorrhage. 


Late hemorrhages in the puerperium, indications for treatment by immediate 
hysterectomy. 

Treatment of secondary post-partum hemorrhage has in the past rested 
on a simple basis: retention of part of placenta being held responsible, it 
was thought necessary and sufficient to remove same manually or by 
curettage. This simple scheme can no longer be accepted without reserve : 
it does not take account of some facts brought forward several times by 
Couvelaire. 

In twenty successive cases of secondary past-partum hemorrhages at 
the Clinique Baudelocque, in eleven there was some placental retention 
but in nine the uterus was empty. 

The gravity of secondary post-partum hemorrhage depends less on the 
severity of the loss than on the accompanying uterine infection which may 
have remained latent till the ha:morrhage, which may be the first symptom. 

Of the nine cases without placental retention, four had normal tempera- 
tures, three were only slightly raised; of the eleven with retained portion 
four had normal and three slightly raised temperatures. With the hemor- 
rhage there appeared, as a general rule, signs of infection more or less 
grave; sometimes fizzling out rapidly, at others persistent and aggravated 
by further haemorrhages. The anzemia may be out of proportion to the 
blood loss and be profound—there is a metrorrhagic type of puerperal 
infection, Any intra-uterine manipulation may light up and broadcast the 
underlying infection. Such are the facts brought forward. 

The cases treated fall into three groups :— 

1, No intra-uterine interference: in some a cotyledon removed from 
vagina or cervix, or in absence of such the clinical picture has not been 
grave either from point of blood loss or infection, or has rapidly improved : 
five cases, no deaths. 

2. Uterine curettage, ten cases, six deaths. Of these ten, seven 
hemorrhage with retention, three cured (one with double phlegmastia) aud 
four deaths from septicemia; three hemorrhage without retention, one 
cured, two deaths (one recurrent hemorrhage, one septicemia in spite of 
late hysterectomy.). 

3. Lmmediate hysterectomy in view of the gravity of the general con- 
dition, of the repetition of heemorrhage, or the discovery of retained 
cotyledon; five cases, one death; two without retention, one death; three 
with retention, io death. 
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They draw the following conclusions :— 
In secoudary post-partum hcemorrhage after labour at or near term, 
intra-uterine exploration should only be practised with the utmost care 
and only when the cervix is easily permeable. 

If a cotyledon is found in the vagina, it should be removed and further 
exploration not undertaken. If intra-uterine exploration is deemed useful 
and easy and a cotyledon found lying loose, it should be removed. If an 
adherent cotyledon be found, no attempt at removal should be made but 
hysterectomy immediately carried out. 

If the uterine cavity be empty, it is best to keep the patient under 
observation and if the febrile reaction following the exploration does not 
subside within forty-eight hours, or if a further hamorrhage occurs, hyster- 
ectomy to be done. Abdominal hysterectomy is preferred to vaginal. 
Detailed notes of seven cases in which hysterectomy was practised are given. 


On the results of the induction of premature labour in contracted pelves. 
On premature induced labour in cases of dystocia. 
On 65 cases of induction of premature labour in contracted pelves. 
These three articles emanate from Copenhagen, the first two from the 
Obstetrical Clinics A and B of the Rigshopitalet, and the other, privately. 
The first two relate to 69 and 67 cases respectively, primigravidze are 
excluded ; method used was dilatation to five to six cms. by Bossi’s dilator 
followed by rupture of membranes: it is not surprising that a relatively 
larger proportion of prolapsed cords was found. In the other, labour is 
induced by Hegar’s dilators followed by lamiuaria tents. Latterly, in all 
clinics, small doses (0.2 ¢.¢c.) of pituitary extract are sometimes given. 
FKeetal mortality 5.9, six and nine per cent. The date of induction is con- 
trolled by close observation of relative sizes of head and pelvis. 


Puerperal scarlet fever. 

The following conclusions are reached: That there is a scarlatina of 
puerperal women different from a puerperal infection accompanied by a 
scatlatiniform rash, That in addition to an ordinary ‘‘straight’”’ scarlet fever 
there is a particular puerperal varicty having probably a genital mode of 
entry and marked by absence of bucco-pharyngeal symptoms of true scarlet 
fever and by dying out in the absence of puerperal material. That every 
searlatiniform erythema, febrile and in the early puerperium (three to six 
days are the common time of onset) should be tested by the Schultze- 
Charlton blanching test. The hypothesis of the ‘Phenomenon of Canta- 
cuzcne” postulating a combined action of ultra-microscopie virus and 
streptococcus appear to be the most satisfactory in explaining the peculiari- 
ties of puerperal scarlatina. 


Contribution to the study of abortion brought on by abnormal insertion of placenta. 

The authors conclude that at least 15 per cent of abortions are due to 
placenta praevia; that these occur particularly in the fourth and filth months, 
rarely earlier, and that the exciting cause is alterations occurring in the 
decidua at about this period, particularly in the decidua capsularis. 


Tuberculeus meningitis and pregnancy. 

Four cases are recorded. ‘Two cases showed pulmonary lesions ; menin- 
gitis developed alter the fourth month, in three cases nearly at term: 
diagnosis of meningeal tuberculosis was always difficult; one case in a 
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medical clinic was mistaken for eclampsia; one case went into labour at 
the seventh month, in the other three labour was not set up, one case died 
suddenly and undelivered, in the other two ante-mortem Czesarean section 
was performed to get a live child; neither of these children survived. In 
two of the children B. tuberculosis was found. 

A number of cases have been collected from the literature and are 
briefly examined. 


Epidural anesthesia in obstetrics. 

Injection made via sacral ‘‘fontanelle’? and lies between the dura and 
the bone. A high and a low type can be obtained by using a four to five 
cm, needle through the sacral spinal canal or only 1-3 cm. From 15 to 20 ¢.©. 
of a two per cent surocaine solution are injected ; anzesthesia appears within 
a few minutes in the high cases but may be delayed for 20 minutes in the 
low ones. 

In the low cases anzesthesia extends forward to the clitoris and slightly 
on the surfaces of the thighs; with the high anvesthesia there is frequently 
complete loss of sensation and movement from the umbilicus down. 
Occasional total failure is recorded. The low anzesthesia extends into the 
vagina but rarely goes beyond the cervix; the high anzesthesia paralyses 
the uterus and pelvic viscera. Duration of anzesthesia from one and a halt 
to three hours. Owing to the uterine paralysis the high ancesthesia may 
be dangerous (post-partum heemorrhage ete.) but may be of service im 
tonic contraction ; the low anzesthesia may be of very great help in relaxing 
the perinzeum in forceps applications and in repairs. 


Concerning the surgical restoration of the iemale urethra. 

Perard refers to cases where the whole urethra has been destroyed er 
removed. A preliminary closure of the vesico-vaginal fistula is accompanied 
by a suprapubic cystostomy ; when this stage has been successfully over- 
come, a quadrangular piece of vaginal mucosa is removed and formed into 
a tubular graft (mucosa internal) by stitching round a sound. This graft is 
placed in a curved tunnel made by a trocar from in front of the clitoris to 
the base of the bladder, allowing an end to project into the bladder. Five 
cases have been submitted to operation with good anatomical and functional 
results. 

R. A. Hendry. 


Bulletin de la Société d’Obstétrique et de Gynécologié 
de Paris, etc. 


No. 10, 1928. 

The use of the electrical breast pump in a case of twins. Lantueéjoul. 

*Blood transfusion and the organization of a staff of donors. Ramos and 
Escobar. 

“Is expectant treatment best in cases of prolonged retention of the dead 
ovuin, Garcia. 

Metro-salpingitis in the neonate. Aburel. 

*Kight cases of labour treated by Delmas’ method. L. Lorier. 

*Some cases of dystocia under spinal anesthesia. Metzger. 
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Rapid delivery by manual diiatation of the cervix under spinal anesthesia 
for tuberculosis. Cathala. 

Normal progress of a pregnancy in a woman three years after Caesarean 
section with temporary eventration of the uterus (Portes’ operation). 
Lévy-Solal, Laennec and Delarue. 

Spontaneous labour in a woman having had Caesarean section with tem- 
porary eventration of the uterus. Portes and Seguy. 

Ulcer of the stomach in a neonate born by Ceesarian section. Schaab 
and Lebourlier. 

Electrolysis of radioactive mud in the treatment of inflammatory pelvic 
conditions. ‘Tribarne. 


Salpingography as a means of diagnosis and treatment in tubal sterility. 
Tribarne. 


SOC. BELGE DE GYNECOLOGY ET D’ OBSTETRIQUE. 


On the extistence of a reflex (nervous) of the round ligament and its use 
in the treatment of retroversions. Iminiatoff. 

Signiticance of amaurosis as a symptom in eclampsia. Brouha and Bosselin. 

Concerning the maturing of the smooth muscle fibres of the uterus during 
pregnancy. Keiffer 

Concerning abdominal drainage. Schockaert. 


Blood transiusion and the organization of a staff of donors. 

The donors are obtained from the healthy antenatal cases in hospital 
awaiting labour; apparently they have a considerable number of such 
waiting cases. At first the donors gave voluntarily, later a grant of 50 pesos 
was made. 


Is expectant treatment best in cases of prolonged retention of the dead ovum? 

The author expresses surprise at the French attitude of non-interference 
and quotes three cases in support of intervention. As, however, two cases 
had repeated hemorrhages and the third proposed undertaking a long 
journey, his argument is weak. 


Eight cases of labour treated by Delmas’ method. 

Spinal ancesthesia to permit of rapid dilatation of soft parts and early 
extraction, One maternal death from post-partum haemorrhage coming on 
acutely two and a hall hours after labour: six cases of cervical laceration 


and one case of phlegmasia do not sound very encouraging. In one case 
there was failure of dilatation which may have been due to an injection 


of pituitary extract administered in error. 


Some cases of dystocia under spinal anesthesia. 


Five cases : reports successful in relaxing the vagina and perineum, 
less so the cervix and finds hypertonus of the uterus; two cases of late 
puerperal hiemorrhage, one fatal on the fourth day. 


R. A. Hendry. 
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Archiv fur Gyndkologie. 


January gth, 1929. 

*Placental inflammations and foetal sepsis. F. Wohlwill and H. E. Bock. 

The system of stimulus-conduction in the gravid uterus. J. Hofbauer. 

Extrachorionic foetal development, observed in situ. J. Hofbauer. 

Brow delivery. H. O. Neumann. 

*Prognosis of birth injuries (especially of lesions of the extremities). 
H. Naujoks. 

*Tuberculosis and pregnancy. M. Beckman and A. Kirch. 

The potassium-calcium quotient in normal pregnancy. R. Spiegler and 
W. Schol. 

Objective signs in diagnosis of eight months’ pregnancy. B. A. Libow. 

The biochemistry of ovarian lipoid. O. Fléssner. 

The “hormone” of spontaneous uterine contractions. I. Végel and 
N. Margolina. 

A case of carcinoma of the theca interna of a lutein cyst. I. Wallart. 

The origin of congenital deficiences of the abdominal wall. H. O. Kleine. 

The abdominal window method in experimental researches in connection 
with the genital organs. A. Westman. 


February 11th, 1929. 
Hyperplasia and hypertrophy of the uterine mucosa. M. Beckman. 
Myoblasts in the uterus. R. Joachimovits. 

*Concerning the tumours described by Robert Meyer as ‘‘a special form of 
carcinoma in hermaphrodites and apparently non-hermaphrodite persons 
of both sexes.’’ A. Babes. 

*Salpingitis isthmica nodosa and adenomyosis tube. O. Frankl. 

The architecture of the blood vessels of the human placenta and its con- 
nection with foetal development. J. Shordania. 

*Antagonism and symbiosis in the bacteria of the human vagina. A. A. 
Smordinzew and M. J. Kott. 

The lowering of the freezing point of maternal and infantile blood. 

H. Fiith and P. Wirz. 

*Principles of antisyphilitic treatment in pregnancy. E. Klaften. 

Kclampsia and pre-eclampsia. E. Klaften. 


April 24th, 1929. 

*Radiotherapy of carcinoma of the uterus: statistical researches in 1,500 
cases. Voltz. 

*Chorion-epithelioma with special reference to its connections with vessels. 
H. Nevinny. 

*A new viewpoint in the clinical study of dysmenorrhcea. R. Joachimovits. 

Physiology and pharmacology of the circulation in the umbilical cord. 
M. Baur, H. Runge and H. Hartmann. 

The physiological hypertonia of pregnancy. E. Strassmann. 

The question of periodic alterations in the epithelium of the human vagina. 
H. Gisbertz. 


The mineral composition of the blood in malignant and benign tumours. 
A. Schepetinsky and M. Kafitin. 


The prognosis of intra-ligamentary pregnancy. J. Batisweiler. 
Metabolic connections between ovarian function and the mineral composi- 
tion of the blood. A. Schepetinsky and M. Kafitin. 
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Physical chemistry of the cerebro-spinal fluid in gynecological disorders. 
A. W. Hochloff. 


Placental inflammations and fetal sepsis. 

Doubt has been cast on the occurrence of placentitis: the authors 
describe, however, four cases of four to five months’ abortion with bacterial 
inflammation affecting the amnion, the whole of the chorion and the de 
cidua. Macroscopically the placentze did not appear inflamed ; maceration 
Was present in two foetuses and infection of the uterus was demonstrable 
in one case only as a severe lymphangitis. Placentitis was caused in two 
cases by B. coli, in one by streptococci, and in the fourth probably by 
B. coli and an anarobe. In each case it had originated as a metastasis 
of faetal sepsis, which in three instances at least had followed criminal 
abortion. Microscopically, inflammation was best marked in the chorionic 
villi, between which were noted numerous leucocytes, probably of maternal 
origin. Other foetal organs contained bacteria but were free from leuco- 
cytes. The cases terminated respectively in maternal death from septi- 
cemia and peritonitis, in cure alter total extirpation, in cure after afebrile 
spontaneous abortion, and in cure after rapid clearing out of the uterus. 
Placental infection trom the fuetus is said not to have been hitherto reported. 


Prognosis of birth injuries (especially of lesions of the extremities). 

Having satisfied himself that the ultimate prognosis in non-lethal cases 
of intracranial bleeding at birth is better than was formerly thought and 
that resultant palsies are rare, Naujoks has investigated the after-history 
of children in whom other morbid lesions were produced during birth. 
No permanent abnormalities following cephalhamatoma or injury to the 
facial nerve were traced with certainty. Eighteen cases of so-called 
brachial palsy, some of which were probably due to injury of the shoulder 
joint or upper epithysis of the humerus, examined at the age of three to 
filteen, showed considerable disability in eight instances. Diagnosis of 
birth injuries and of developmental anomalies is frequently difficult. 


Tuberculosis and pregnancy. 

A consideration of 175 cases of pregnancy with tuberculosis, which was 
classified according to W. Neumann. In general, interruption of pregnancy 
is indicated when it endangers life or health and when intervention is 
not likely to increase the danger. 


Fibrocascous phthisis. Abortion was induced in twenty-eight cases from 
the first to fourth month, sterilization being effected at the same time in 
nine. ‘Twenty-seven patients were improved, or no worse, after one to three 
years. 

Ulcerofibrous phthisis, Abortion was induced (sterilization being done 
in four instances) in all of nine two to three months’ cases—there followed 
one improvement only and two deaths. 


Other cases (mostly dense or dittuse fibrous tuberculosis) numbered 
tilty-three ; of these, thirty-seven had pregnancy terminated during its first 
half, and seventeen improved and three grew worse. The condition of 
fifteen of the remaining sixteen remained unaltered after one to three and 
a half years. tnduction is done vaginally under local anesthesia (cervical 
tampon, followed by Hegar dilatation) and preceded by exhibition of 
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castor oil, quinine and pituitary extract. Sterilization, done after emptying 
the uterus, is usually performed per vaginam and consists in wedge- 
shaped incision of the uterine end of the Fallopian tube : local anesthesia 
is combined with scopolamine and morphine narcosis. After the third 
month sterilization is done by laparotomy under local ancesthesia with 
scopolamine and morphine: supravaginal amputation is the operation of 
choice. 


Concerning the tumours described by Robert Meyer as a ‘‘special form of carcinoma 
in hermaphrodites and apparently non-hermaphrodite persons of both sexes.”” 

A description of malignant tumours occurring in a girl of thirteen who 
had not menstruated, and had a hypoplastic uterus but no signs of her- 
maphroditism and no abnormality of the secondary sexual characters. Both 
ovaries, the periphery of which contained primordial follicles, were the 
site of large tumours, and metastases occupied the small pelvis, lymph 
glands being affected inter alia. The histological characters of the ovarian 
tumours (with a regular arrangement of epithelial cells in strands in the 
central zone) resembled those of certain tumours described by Robert Meyer, 
who has confirmed the present observations. Mever calls the tumours in 
question ‘‘a special form of carcinoma in hermaphrodites and apparently 
non-hermaphrodite persons of both sexes’’—whether they originate from 
granulosa cells, from undifferentiated germinal epithelium or otherwise 
is not decided. 


Salpingitis isthmica nodosa and adenomysosis tube. 

Recent endeavours to exclude an inflammatory origin of ‘‘salpingitis 
isthmica nodosa” are unjustified : in the overwhelming majority of cases 
nodular thickening of the isthmic end of the Fallopian tube is due to 
inflammation, so that the old name is usually correct. Of fifty cases 29 
were found to be bilateral; tuberculosis was present in six, and abscess 
in the Fallopian tube wall in five. In only 12 were granular in-growths 
visible in the tubal musculature in the absence of defimite microscopic 
stigmata of inflammation, and in ten of these cases evidence of antecedent 
inflammation, was found in pyosalpinx (3), perisalpingitis or perimetritis 
(5) or hydrosalpinx (2). It is admitted, however, that in rare instances 
nodular thickening of the isthmus has a non-inflammatory origin, either 
from adenomyosis which has extended from the uterus, or from hetero- 
plastic uterine endometrium which has gained access to the lumen of the 
Fallopian tube. In these cases the name ‘‘adenomyosis tubee"’ is justified. 
A third possible origin of adenomyosis tuba, viz., in uon-intlammatory 
penetration of the tubal mucosa into the musculature, is possible; it has 
not, however, been found to occur by Frankl and Robert Meyer. 


Antagonism and symbiosis in the bacteria of the human vagina. 

Bacteriological investigations have shown an antagonistic action of the 
bacillus vaginalis of Déderlein towards bacteria which are normally foreign 
to the vagina. The writers find that this action is due to the production 
of acid by B. vaginalis trom destruction of sugar: the antagonism is not 
shown when cultures of B. vaginalis on the one haud and streptococei or 
staphylococei on the other are mixed in alkaline or sugar-free media. It is 
also reported that the rate of multiplication of B. vaginalis in sugar- 
bouillon is enormously greater when living or dead hemolytic streptococci 
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(or a filtrate from a culture of these organisms) are added. Allusion is made 
to the therapeutic utility of introducing within the vagina cultures of 
Déderlein’s bacillus, tampons dipped in sugar-bouillon, and lactic acid. 


Principles of antisyphilitic treatment in pregnancy. 

Without exception every pregnant syphilitic subject requires treatment 
during pregnancy : this rule is independent of the duration, intensity and 
date of former treatment—each new pregnaucy calls for a new course of 
autisyphilitic treatment. Such treatment is necessary during pregnancy 
because it leads to (1) prevention of luetic recurrences before labour, and 
a diminished incidence of puerperal infection and thrombosis; (2) a great 
increase in the production of healthy children. A statistical summation is 
given of the reports of various observers on the effects on infantile health 
of different treatments of the mother. Mercurial treatment before pregnancy 
(354 cases) gave 6.7 per cent of healthy infants: similar treatment during 
pregnancy (281 cases) gave 50 per cent. Neosalvarsan treatment during 
pregnancy (412 cases) gave 8& per cent of healthy children. Combined 
bismuth and neosalvarsan treatment gave $5.5 per cent of healthy children 
when done during, and 32 per cent when done before, pregnancy. In 59 of 
Klaiten’s cases in which this combined cure was done before and during 
pregnancy 58 healthy children were delivered. In untreated syphilis the 
percentage of healthy children born is 4—20 (average 16.1 in the combined 
statistics). The inferences are clearly drawn that so far as the fate of 
the child is concerned, treatment during pregnancy is of much greater 
importance than that before conception: that neosalvarsan is preferable 
to mercurial treatment : and that the best results are to be expected from 
neosalvarsan treatment given before and during pregnancy. Female 
subjects are relatively more liable than male to salvarsan intoxication, and 
pregnant more than non-pregnant subjects. Deaths can be prevented and 
toxic phenomena reduced if the low maximum dose of 0.3 grammes of 
neosalvarsan be selected and not more than 1.2 grammes be given in four 
weeks. The initial dose should be a test one of 0.15 grammes : idiosyncrasy 
is thus discovered. Contra-indications to neosalvarsan therapy are found 
in severe organic disease such as cardiopathy, nephritis or advanced tuber- 
culosis : in the appearance of severe headache, pyrexia, rigors or vaso- 
neurotic symptoms after a small test dose: in a history of idiosyncrasy 
during previous courses of treatment: in the appearance of pyelitis, 
hemorrhage from placenta praevia, polyneuritis and icterus : and in acute 
intercurrent disease unconnected with pregnancy. Patients to whom 
administration of neosalvarsan is inadvisable or intolerable are given 
myosalvarsan : those who cannot tolerate this receive by the mouth spiricid 
(Khrlich’s product 594, corresponding to stovarsol of French writers) in 
doses of two tablets of 0.25 grammes before food every second day—an 
interval of at least two weeks follow the taking of 60 tablets. Whether 
neosalvarsan, myosalvarsan or spiricid be taken, the course is combined 
With the administration of bismogenol (total dose 1.8 grammes spread over 
fourteen weeks). Since this was substituted for mercury no case of jaundice 
has been seen in pregnant subjects. Schematic representation is given 
of the doses and intervals adopted in the average case of bismogenol- 
neosalvarsan treatnent from the sixth week of pregnancy onwards. The 
total dose of neosalvarsan is 5.25 grammes. 
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Radiotherapy of carcinoma of the uterus: statisticle researches in 1,500 cases. 

An account of ten years’ treatment of 1,542 cases of carcinoma of the 
uterus (1,448 of cervical carinoma) at Déderlein’s clinic at Munich. Of the 
cases of cervical carcinoma only 129 were not treated by radiation. Since 
1920 combined radium and X-ray treatment has been given, and since 
October 1922 preliminary radiation of the hypophysis has been carried out. 
Operable cases numbered 227, or 17.2 per cent: of these, 40.5 per cent were 
cured, and if deduction be made of 44 patients who did not present them- 
selves for a second treatment the percentage of cure was 50.2. (‘‘Cure” 
signifies survival after five years.) Borderline cases (qua operability) were 
310, of whom 22.3 per cent were cured; cures were 28.3 per cent for those 
who returned for full treatment. Inoperable cases numbered 543, with 10.7 
per cent of cures. The fourth group of cases, those regarded as incurable, 
were 239 in number; of these, three survived five years, fourteen two years 
and fifty-eight (24.2 per cent) one year. For all groups of cases the 
percentage of cure was 15.4, or 18.2 among those who had a full course. For 
corporeal carcinoma the results of combined X-ray and radium treatment 
(75.5 per cent of five years’ cure among operable cases) were distinctly 
better than those of radium treatment alone. 


Chorion-epithelioma with special reference to its connections with vessels. 

An account of six cases of chorion epithelioma. Two showed in primary 
and secondary growths perivascular envelopment by tumour cells to an 
unusual extent. Support is given to the view expressed by Bostroem 
(Beitr. path Anat., 76, 293, anno 1927) that the tumour-elements of chorion 
epithelioma are derived from a maternal source—viz., the universally: 
distributed germinal tissue which is connected with vascular walls (the 
“iiberall vorhandenes Keimgewebe”’ of Virchow). Such tissue resembles 
embryonic mesenchyme. Joachimovits concludes that chorion epithelioma 
invades not only by direct extension, but also by inducing in neighbouring 
tissue-elements, an assumption of neoplastic function—(geschwulstartige 
Umwandlung). 


A new viewpoint in the clinical study of dysmenorrhea. 

Conclusions drawn from X-ray examinations of the cavum uteri (after 
being filled with iodipin) in numerous cases of dysmenorrhcea. Sixty per 
cent of cases show ‘‘infantilismus’’—the roentgenological signs of which are 
steep and slightly curved lateral margins of the uterine cavity, a long 
cervical shadow, and a short and sometimes curved base. Distension of 
the cavum also is painful and requires unusually high pressure. Not all 
uteri which are judged infantile by bimanual palpation show a small or 
abnormal cavum, and vice versa an infantile cavum may coincide with a 
normal clinical finding. Details of X-ray observations are given in various 
clinical types of dysmenorrhea. 

W. E. Crowther. 


Monatsschrift fur Geburtshilfe und Gynakologie. 


Vol. Ixxxi, No. 3, February 10920. 
*The influence of the textile industry on pregnaney, labour and prognosis 
of the new-born. F. Holtzmann, 
‘Hirsel’s “new method’ in midwifery. Martin and K. Spieck hott. 
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*Prophylaxis and treatment of perforation of the uterus in induction of 
abortion. M. Wels. 

On the glycogen content of normal, hyperplastic and adenomyomatous 
uterine mucous membrane. H. Binder and O. Neurath. 

*On the prophylactic and therapeutic use of Warnekros serum in puerperal 
fever. J. Wozak. 

*Treatment of uterine myoma. I,. Kriwsky. 

Echinococcus infection of the female pelvis. D. Maluschew. 


Vol. Ixxxi, No. 4-5, Marh 19209. 
Blood grouping and transfusion in gynecology. K. Heim. 
*A rare cause of heemorrhage during labour, and abnormal folds in the 
cervix. K. Jaroschka. 
A case of congenital dilatation of the foetal bladder as a cause of difficult 
labour. E. Goldberger. 
Fibromyomata in the puerperium. L. Bublischenko. 
*Deaths from air embolism in criminal abortion. G. Strassmamn. 
A case of general congenital atrophy of the skin. T. Antoine. 
*Morphology of the human Fallopian tube. M. Iwata. 
*Post-operative eventration. J. B. Lewic. 
*Gynzcological experiences and experiments in a neurological practice. 
Ebinger. 


The influence of the textile industry on pregnancy, labour and prognosis of the new: 
born. 

Holtzmann compares the textile and agricultural workers in a particular 
area and concludes that the infants of textile workers have a better prognosis 
than those of the agricultural population, though in later years tuberculosis 
and other complaints lead to a higher mortality among the industrial 
workers. 


Hirsch’s ‘‘new method’’ in midwifery. 

Martin and Spieckhoff consider Hirsch’s recommendation of abdominal 
rather than vaginal delivery in difficulties unproven; their own results 
give much better general maternal results with such methods as version, 
the forceps and colpotomy than with abdominal Czesarean section, though 
the fuetal mortality is rather higher. 


Prophylaxis and treatment ef perforation of the uterus in induction of abortion.. 

Wels agrees with other authors in believing that immediate radical 
operation gives the patient the best chance. He emphasizes the comparative 
safety of digital evacuation of an abortion, but he himself uses a curette 
fn addition. 


On the prophylactic and therapeutic use of Warnekros serum in puerperal fever. 

Wozak confirms Schottmiiller’s results that Warnekros serum is merely 
one More Weapon against puerperal sepsis, in no way superior to other 
methods of treatment. 


Treatment of uterine myoma, 
Kriwsky concludes that with improvement treatment of 
myomata the indications are widened, as the method is the safest and surest. 
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A rare cause of hemorrhage during labour, and abnormal folds in the cervix. 
Hemorrhage occurred from a thick fleshy septum dividing the 
part of the cervix only. 


Deaths from air embolism in criminal abortion. 

These cases can be divided into two classes, immediate and delayed, and 
both should be considered in sudden death in a woman of child bearing age. 
The delayed cases are due to slow absorption of air left in the uterus or 
to early penetration of air into the circulation, where a patent foramen 
ovale permits air bubbles to reach the brain and cause unconsciousness. 
The heart should be opened under water at the autopsy, and the gas 
caught and examined when possible for air or putrefactive gases. 


Morphology of the human Fallopian tube. 

Iwata describes changes in the Fallopian tube between the periods con- 
sisting in the appearance of a secretion and accompanying changes in the 
tubal epithelium, which temporarily loses some of its cilia. Just before 
menstruation the secretion disappears, and the epithelial cells diminish in 
size again. Glycogen is most abundant in the ciliated cells, never in the 
stroma cells. The author also describes sclerotic changes in the veins. 


Post-operative eventration. 

Age, sex, site of incision and suture material have a relative signifi- 
cance in etiology. In some cases constitutional conditions and increased 
acidosis have caused splitting of a wound and the chief cause is general 
debility, as in cancer. 


Gynecological experiences and experiments in a neurological practice. 

Ebinger has had useful results in treating vaginitis (other than acute 
gonorrhoeal) with a preparation of pancreatic enzymes which is believed 
to digest organisms and their products. 


Dorothy N. L. Leverkus. 


Zentralblatt fur Gynakologie 


No. 14, April 6, 1929. 

Further researches in the recognition, biology and clinic of the anterior 
pituitary hormone (Prolan). B. Zondek. 

On the ‘‘closed spleen’? and streptococcal sepsis. R. Hubert 

On uterine cysts arising in Gartner's duct. K. Fink. 

On axial torsion of the uterus. A. Sohn. 

A lymphangioma of the Fallopian tube. J. Schiffmann. 

Studies of the statistics of abortion. S. Peller. 

On death from hemorrhage in early abortion and in cervical placenta 
prievia. M. T. Magid. 

On the applications of pernocton in surgical gynecology and in obstetrics 
P. Goetz. 

A new instrument in abdominal surgery. J. Hartl. 
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No. 15, April 13th, 1929. 
Obituary notice of Robert Asch. W. Stoeckel. 
*On the activity of the anterior pituitary hormone in the foetus. F. 
Schulze-Rhonhof and R. Niedenthal. 
On chorionepithelioma. H. Nevinny. 
The late effects of artificial menopause produced by X-rays. B. Aschner. 
Spontaneous amputation of the cervix. C. Stanca. 
Prolapse of both feet and one hand in a vertex presentation. S. Heckscher. 
A modification in the technique of cervical Caesarean section. S. Sztehlo. 
A note on fatal intracranial hemorrhage after external version. E. Maiss. 
The diagnosis of retro-uterine haematocele. O. Vertes. 
*A case of gastro-thoracic eventration. O. Mallerbrein. 
No. 16, April 20th, 1929. 
Peristalsis and anti-peristalsis in the Fallopian tubes. F. Kok. 
The test of permeability of the Fallopian tubes. G. Fromholt. 
‘Pernokton’ twilight sleep in midwitery. W. Hole. 
Climacteric hemorrhage. W. Seinhardt. 
*Methods of increasing and diminishing the secretion of milk in the 
puerperium. M. Wachtel. 
*Bathing and the care of the umbilicus in the newborn. F. Anders. 
The condition of the cervix as an aid to the prognosis of a first labour. 
I,. Scherbak. = 
A decapitation instrument. F. Weig]. 
*An unusual indication for Cesarean section. S. N. Prochorow. 
No. 17, April 27th, 1929. 
On the genesis of cotyledonous placenta. G. Frommolt. 
The statistical confirmation of the new obstetrical measures. H. Hirsch. 
Iodine in the diagnosis and treatment of disease of the cervix. W. Schiller. 
Radiographical measurement of the pelvis in profile. E. v. Schubert. 
*Temporary haemophilia in the newborn. E. Siedentopf. 
Maternal and foetal blood grouping. V. Ohnesorge. 
Uterine drainage after labour accompanied by pyrexia. C. Wigger. 
*Cleidotomy in a living foetus. E. J. Jankelewitch. 
No. 18, May 4th, 1929. 
New methods in midwifery. H. Sellheim. 
*Ephetonin in the treatment of circulatory failure. E. Holzbach. 
Estimation of the size of the foetal head in contracted pelvis. P. Schu- 
macher, 
The configuration of the after-coming head. J. Verboff. 
*The Ruge-Philipp test in two hundred cases of carcinoma. C. Clauberg. 
On blood grouping. M. Wachtel. 
A lipoma of the Fallopian tube. D. Sampeerno. 
A fibromyoma of the Fallopian tube. A. W. Hochloff. 
No. 19, May 11th, 1929. 
The future of Caesarean section. C. J. Gauss. 
Posterior pituitary extract and the uterine musculature. H. Knaus. 
Changes in the central nervous system in eclampsia. A. v. Braunmiih]. 
Puerperal haemorrhage. O. Frankl. 
The topograhpy of the uterus and bladder in X-ray profile. FE. v. Schubert. 
The importance of coza vara in midwifery. H. Kienlin. 
The importance of gynecology. Sclheim. 


Review of Current Literature 665 


The history of gynecology. W. Liepmann. 
Two unusual cases of uterine perforation. K. E. Laudenburg. 

Care of the perineum and operative delivery. F. H. Bardenheuer. 
*The bacteriology of the vagina in the new-born. A. A. Smorodinzew and 
A. J. Tschumakowa. 


No. 20, May 18th, 1929. 

*The prophylaxis and diagnosis of post-operative thrombosis. H. Biilte- 
mann, 

*Configuration of the mamme as evidence of ovarian function. G. L. 
Moench, 

Pruritus vulvee. H. Hinselmann. 

Varicosity of the placental veins. H. Hartmann. 

Volvulus of the omentum simulating appendicitis. K. Schroeder. 

Unusual multiple congenital malformations. C. Wigger. 

The Alexander-Adams operation. J. Lange-Friesen. 

The treatment of specific and non-specific leucorrhcea. R. Dobertin. 

On salpingostomy. S. Topuse. 


No. 21, May 25th, 1929. 

On the circulation of the blood in the placenta and the umbilical cord. 
W. Schinidt. 

The intervillous space in the first month. H. Meyer-Riiegg 
Physiological carbonuria in pregnaucy. A. Bock. 
Experiments with spermatazoa. G. 1. Moench and H. Holt. 
Ovariectomy during pregnancy. E. Waldstein. 
Tuberculous disease of the os pubis and vaginal abscess. P, Wirz. 
*Spasm of the os uteri. J. P. Greenhill. 
Spontaneous rupture of the rectus abdominis. K. Schroeder. 
An improved method of investigating gonorrhcea in children. S. Haskin. 
Myiasis genitalis. C. Correa. 
“Transitory pyrexia of the newborn. L. Lofkovits. 


* 


No. 22, June ist, 1929. 

Imperfect involution, functional hypertrophy and pathological hyper- 
plasia. R. Meyer. 

Gynergen medication. W. Uter. 

Puerperal gangrene and ergot gangrene. M. Ellerbroek. 

Gonorrheea and retroflexion of the uterus. B. Liegner. 

*Leucocytosis immediately after birth. E. Kulka. 

The demonstration of organisms in the blood after afebrile parturition. 
G. Klapsia. 

Observations on paragraph 254 of the penal code. A. Niedermeyer. 

The diagnostic value of the puncture of the pouch of Douglas. S. Sztehto. 

The surgical treatment of X-ray injuries. J. Szénasy. 

Lymphangioma of the Fallopian tube. J. Schiffmann. 


No. 23, June Sth, 1929. 
X-ray carcinoma of the abdominal wall with rupture into the bladder. 
O. Polano. 
The closure of vesico-vaginal fistula. G. Hromada. 
Lithotrity under cystoscopic control. B. Ottow. 
Surgical needle as a vesical foreign body — B. Ottow 
Traumatic chronic fibrous periurethritis. R. Stiglbauer, 
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Uterine polyp and inversion. A. Meyer. 

Complete absence of Miiller’s duct. F. Michel. 

Vaginal metastases of hypernephroma. C. Fleischmann. 
Ileus and pyelitis of pregnancy. F. C. Hilgenberg. 
Observations on ileus and pyelitis of pregnancy. W. Stoeckel 


No.24, June 15th, 1929. 
Statistics and gyneecology. Niirnberger. 
Pertubation, salpingography, and other operations for sterility. 
H. Guthmann. 
Complications of X-ray therapy. A. Pickhan. 
Skin defects in the new-born. M. Oing. 
On eclampsia without spasms. M. Wronski. 
The increased incidence of tubal gestation. W. Peus. 
Specific and non-specific vaginal discharges. R. Gaschke. 
*A case of tetany during pregnancy. J. Putz. 


No, 25, June 22nd, 1929. 
On abdominal operations for carcinoma of the cervix. T. von Jaschke. 
On diathermy. A. Meyer. 
Ileus during pregnancy. H. Rupp. 
*Atresia of the cesophagus and hydramnios. H. Meyer. 
The early diagnosis of chorionepithelioma by hysterectomy. H. H. Schmid. 
Spontaneous amputation of an ovarian tumour. F. Bass. 
A telangiectatic granuloma of the vulva. F. Isbruch. 
*Black colostrum. F. Walkow. 
True foetal arrhythmia. ©. v. Schroeder. 
An occipital encephalomyelocele. Th, Micholitsch. 


On the activity of the anterior pituitary hormone in the foetus. 

The authors, Schulze-Rhonhof and Niedenthal, claim to have shown that 
the anterior lobe of the pituitary body, in both human and animal (call) 
fietuses, produces a hormone which influences ovarian function. 


A case of gastro-thoracic eventration. 

Mallerbrein describes a prematurely born infant, the subject of multiple 
deformities. Both the abdominal and the chest walls were incomplete, with 
eventration of almost all the abdominal and thoracic organs. The right 
arm was absent and there were two areas of the skull where ossification 
had not taken place and through which hernice of the brain prolapsed. 
Mallerbrein agrees that amniotic disturbance lics at the root of such cases 
of multiple malformations. 


Bathing and the care of the umbilicus in the new-born, 

Anders states that there is no evidence in support of the idea that 
bathing leads to umbilical infection in the new-born. On the contrary, 
the cord is shed later in those infants who are washed but not bathed, 
so that many are discharged from the maternity ward with the cord. still 
attached ; hence the increased danger of infection of the umbilicus when 
left to the mother’s care. 


= 
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Methods of increasing and diminishing the secretion of milk in the puerperium. 

Wachtel found that ultra-violet light was useful for stimulating the 
secretion of milk, and that the simultaneous administration of thyroidin 
and diuretin is an effective method of suppressing such secretion. 


An unusual indication for Caesarean. 
A Cesarean section was performed by Prochorow in order to avoid 
a tear of the introitus vaginze and consequent spread of infection from 


surrounding gonococcal condylomata. As far as the author is aware this is 
the first case of its kind. 


Temporary hemophilia in the newborn. 

Prolonged bleeding from a scalp laceration in a full time and otherwise 
healthy child is reported by Siedentopf. The cetiology of the condition 
is obscure, and although the author feels that the cedematous state of the 
mother during pregnancy (there was no albuminuria) and the prolonged 
labour may have been contributary factors, he considers the case to be 
one of hemophilia. There was no history of bleeders in the family. 
The hemorrhage continued for four days and although the child developed 
marked anzemia a good recovery was made. The value of the therapeutic 
measures adopted, which included injections of gelatin and coagulin and of 
maternal blood, is difficult to appraise, but at least they had no appreciable 
immediate effect. 


Cleidotomy in a living foetus. 

Cleidotomy or clavicotomy was first performed and its technique described 
by Fenomenow in 1895. Although this operation is most frequently prac- 
tised on fceetuses on which perforation or cranioclasm has already been 
performed, it may be necessary in cases in which the head of a living 
child has been delivered but whose shoulders are impacted. This is what 
happened in the case which Jankelowitch describes. The mother, a i-para 
aged 30 years, had been in labour three days when the head was delivered 
after an episiotomy had been done. It was then found that the shoulders 
were impacted. The right clavicle was divided in its middle third at the 
site of insertion of the subclavius muscle, the bone aud the overlying 
structures being divided at the same time by Richter’s forceps. The child 
was then delivered easily. The author had ascertained previously at 
autopsies on new-born infants that unilateral cleidotomy reduced the 
shoulder circumference by 2':-3 cms. and a_ bilateral one by cms. 
Examination of the child) proved that there had been no injury 
to the subclavicular vessels or nerves. The clavicle was treated as for 
ordinary fractures with good result. Jankelowitch describes a forceps 
which he has devised for this operation. 


Epheionin in the treatment of circulatory failure. 

Holzbach found ephetonin a useful drug in treating collapse following 
hemorrhage and other conditions. The most satisfactory method of 
adininistration was found to be a drop enema consisting of one litre of 
infusion of valerian to which 50 mg. of ephetonin and a few drops of opium 
had been added. The most satisfactory results were obtained in cases of 
peritonitis and other acute intections, 
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The Ruge-Philipp test in two hundred cases of carcinoma. 

The author agrees with Philipp that the most virulent streptococci are 
hemolytic but the power of haemolysis does not run parallel with the 
virulence of the organism. 


The bacteriology of the vagina in the new-born. 

The authors investigated the bacteriology of the vaginal secretion in 
g3 new-born infants to ascertain :— (1) at what time the vagina first 
becomes infected and the organism responsible; (2) the presence of the B. 
vaginalis and its biological characters; (3) the power of resistance of the 
pathogenic bacteria found to the acidity of the secretion and their réle in 
the general bacteriology of the infant’s vagina. They found that the B 
vaginalis becomes implanted in the hitherto sterile vagina from 12 to 72 
hours after birth. It differs from the B. vaginalis found in adult women in 
many respects. The bacteria which are transplanted from the vulva to 
the vagina soon die when they come into contact with the highly acid 
vaginal secretion and they cannot claim to affect the ordinary vaginal 
flora. 


Configuration of the mamme as evidence of ovarian function. 
Ovarian insufficiency may be associated with retracted nipples. Zondek 
has shown that injections of ovarian hormone cause erection of the nipple. 


The prophylaxis and diagnosis of post-operative thrombosis. 

Twenty-four cases of post-operative thrombosis were seen at the Hallé 
Universitats Frauenklinik during the vear 1927-1928. 24 of these occure 
alter gynecological operations. Biiltemann concludes from a study of 
these cases that :— 

1. The use of sodium citrate to increase the intravascular clotting time 
is not indicated since the toxicity of the drug runs almost parallel with 
its capacity to delay coagulation. 

2. The toxic dose of sodium citrate for intravenous use is 2%) gm. 

3. Hirudin is not to be used to prolong coagulation time since even in 
small doses it is very toxic. It is far too dear for clinical work. 

4. Injections of blood ‘Aola’’? (a protein derived from cow’s milk) and 
“Decholin” (a sodium salt) did not affect the coagulation time. 


5. Melanic acid, especially its derivative ‘“Novirudin,”? produce toxic 
etlects which are about parallel with their capacity for delaying coagulation. 

6. Intravenous injections of zine sulphate (0.5 per cent solution) proved 
very toxic to animals and doses sufficient to prolong the coagulation time 
were fatal. 

7. A diminution of the coagulation time, estimated by Biirke’s method, 
Was noted in 500 cases of laparotomy following the operation. 

8. Patients who suffered from thrombosis showed a marked diminution 
in the coagulation time several days before the thrombosis was noted 
clinically. 

If, when the diminution of the coagulation time, which occurs alter 
all operations, has disappeared, a return of this condition is noted, throm- 
bosis is very probable, 
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Skin defects in the new-born. 

Kehrer, in rgto, collected 34 examples of congenital scalp defect from 
the literature. Since then 18 further cases have been described (Moller 
nine, Heidler two, Terruhn one, H. O. Neumann three, Walz three). Most 
authors consider that these defects are the sites of attachments of adhesions. 
Oing describes two further examples of this abnormality and also records 
two cases of congenital syphilitic ulceration of the scalp. The possibility 
of any ulceration of the scalp in the new-born being syphilitic in origin 
should always be considered. 


A case of tetany during pregnancy. 

Putz records a case of tetany occurring during the seventh to eighth 
month of pregnancy. Neither Stroganoff’s method of treatment nor the 
administration of calcium and parathyroid were of any avail, and the 
termination of the pregnancy by Czesarean section failed to save the patient. 
The only striking change seen at autopsy was fatty degeneration of the 
liver. 


Spasm of the os uteri. 

Greenhill describes a case of spasm of the os uteri in a ii-para. The 
child’s head, shoulders and body as far as the umbilicus were delivered 
without any difficulty but the os uteri contracted suddenly and so firmly 
around the infant’s right thigh that further extraction was impossible 
until the patient had been deeply anzesthetized. The causal factor is 
obscure, although the suggestion that the excitable condition of the patient 
may have caused a nervous spasm cannot be excluded. 


Myiasis genitalis. 
A case of ulceration of the vulva due to larve belonging to the Calli- 
phoride family, probably the Cochiomyia macellaria, is reported by Correa. 


Transitcry pyrexia of the new-born. 
The author agrees with Schick that the transitory pyrexia of the new- 
born is due to lack of fluid and is an inanition fever. 


Leucocytosis immediately after birth. 

Leucocyte counts were made in 25 afebrile continements half-an-hour to 
one hour before birth, and again on the first and third days of the 
puerperium. The author confirms the results of Fuss, Dot and others 
with regard to ante-partum leucocytosis. He found that this leucocytosis 
may reach 18,o0co and that simultaneously there was a shift to the left 
(Arneth Index). The lymphocytes were greatly diminished but the blood 
picture became normal again on the fourth day. In ten cases examined 
immediately after birth, there was a marked leucocytosis, ever up to 
29,000, with a pronounced shift to the left. These changes are considered 
by the authors to be evidence of the defensive reaction of the body against 
infection. 


Atresia of the w@sophagus and hydramnios. 

The association of cesophageal atresia and hydramutos has been com- 
mented upon by various authors (Mekus, Schmidt). Mever records a 
further instance. The occurrence of such a condition, in the absence of all 


670 Journal of Obstetrics and Gynecology 


other setiologic factors, suggests that the hydramnios may be due to the 
infant’s inability to swallow amniotic fiuid, the secretion of which by the 
amniotic epithelium proceeds unchecked. 


Black colostrum. 
Black colostrom is very rare, but Wulkow collected three cases from 
the literature (Simons 1907, Semon 1908, Hageman 1920), and puts on 
record two further examples. The three patients previously reported had 
all suffered from venereal disease. The origin of the pigment is not clear. 
In Simons’ patient the pigment seemed to be in solution in the serium ; in 
others it was incorporated in the colostrum corpuscles. Syphilis, hysteria, 
and ovarian disease have all been put forward as possible explanations, 
but none of these is wholly satisfactory. 
Jean Smith. 


Annali di Ostetricia e Ginecologia. 


February, 1929. 

“The co-existence of a primary ovarian endothelioma and primary gastric 
carcinoma. Cattaneo. 

*Lhe morphology and pathogenesis of follicular and lutein cysts. L. 
Docimo. 


Pregnancy and parturition in) women younger than eighteen years. 
P. Natale. 

Is bi-lateral Gophorectomy necessary in the cure of osteomalacia? G. S. 
Procopia. 

Endometrioma of the pouch of Douglas. A. Mattina. 

March, 1929. 

*Spontancous rupture of the uterus after a Caesarean section on the: lower 
uterine segment. G. Dossena. 

Bacillus-coli ophthalmia in the new-born child in connection with pyelo- 
nephritis of pregnancy. BF. Vozza. 

*Primary carcinoma of the Fallopian tube associated with uterine fibrema. 
Bortini. 

Advantages and risks of diagnostic curettage and biopsy. C. Silva. 

Variation deposit of fat and in fat of organs during pregnancy. 
Macchiarulo. 


April 1920. 
Assistance of the tuberculous mother. E. Alfieri. 
“The functions of the liver and of the reticulo-endothelial system in preg- 
nancy. M. BR. Cetroni. 


“Cullen’s sign and its diagnostic value in extra-uterine pregnancy. E. 
Bortint. 

On the therapy of uterine tibro-myomata with special regard to conserva- 

tive surgical treatment. V. Tropea. 


the co existence of a primary ovarian endothelioma and primary gastric carcinoma. 
Cattanco refers to the relative rarity of endotheliomata and to the pos- 
sibility. of confusing them with peri-vascular sarcomata or with carct- 
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nomata. Before making a diagnosis, it would be well to exclude the 
existence of carcinoma in any other organ. 

He describes a case in which a patient, aged 35 years, treated unsuc- 
cesstul for gastritis, was finally sent to his gynecological ward. He made 
a diagnosis of malignant ovarian tumour with ascites, and performed 
ovariotomy and sub-total hysterectomy. After histologic examination of 
the tumour, he was doubtful whether it was an interstitial tumour, a 
degenerate sarcoma or an endothelioma. 

Meantime, after brief relief, the patient developed more severe gastric 
syinptoms. Radioiogical and chemical examinations led to the decision 
that there was carcinoma of the stomach. The patient died three days 
after operation. Post-mortem and histological examination showed that 
the gastric tumour was an adeno-carcinoma which had become diffusely 
infiltrating. There was no diseased glands nor malignant lesions in other 
organs. Because of the type and mode of aggregation of cells the ovarian 
tumour could net be pronounced secondary to the gastric neoplasm. 

Cattaneo’s conclusions are that : (a) The two tumours were synchronous 
and independent; (b) If some tumours described as endothelioma are really 
cancerous, it also seems possible that other tumours which appear 
secondary carcinomata are endctheliomata; (c) A distinction between car- 
cinoma and endothelioma would be of advantage for indicating treatment 
and prognosis. Hence endotheliomata should be placed in a group by 
themselves. 


The morphology and pathogenesis of follicular and lutein cysts. 

Docimo gives an account cf careful investigation of many cystic ovaries 
He concludes that the origin of follicular cysts stands in a constant re- 
lation to a certain period of ovarian hyperemia. In cysts situated at the 
periphery ot the organ it would appear that thickening of the albuginea 
has hindered bursting cf the follicles. In other cysts, lying deeper in the 
ovarian stroma, a probable hypothesis is that the hyperemic state of the 
gland causes sudden and violent maturation of the follicles. 

Transudaticn into the cavity and death of the ovum leads to cystic 
transformation. Even the smallest lutein cyst must be regarded as patho- 
logical. The genetic mechanism seems to be :—heemorrhage of the corpus 
luteum, and imperfect re-abscrption of the extravasated blood with de- 
hiscence of the folicle. Finally the accumulated blood causes excavation of 
the epithelial investment. The cyst wall comes to be formed by luteinic 
cells in various stages, limited internally by amorphous tissue oi tissue 
becoming connective. The whole process favours the view that the lutein 
cell may be regarded as originating from connective tissue. 


Spontaneous rupture of the uterus after Cesarean section on the lower uterine 
segment, 

Dossena records a case in which spontaneous rupture of the uterus 
occurre? in a woman who had previously undergone two Ceesarean incisions 
on the lower uterine segment with delivery of a live child each time. 

A year after the second operation, the patient was hurried into hospital 
because of signs of uterine rupture. On performing laparotomy, the 
abdomen was full of blood and there was a large tear in the anterior 
uterine wall, A dead foetus and the detached placenta were lving free tn 
the abdominal cavity. No trace of the placental insertion was found 
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corresponding to the zone of rupture. The patient made a good recovery. 

Dossena thinks that an incident like this throws no discredit on the 
lew Ceesarian operation. Indeed clinical work often finds aid to progress 
in the examination of a failure as much as in too easy continued successes. 
Only histological examination can demonstrate the causes of spontaneous 
rupture. The resisting capacity of a Caesarean cicatrix in subsequent 
pregnancies stands in direct relation to its normal consolidation. He holds 
that incision on the lower uterine segment has less risks, immediate and 
remote, than the higher incision. 


Primary carcinoma of the Fallopian tube associated with uterine fibroma. 

Rortini describes a case of tubal carcinoma, paying special attention 
to its diagnostic difficulties, its clinical and anatomical features, its 
progncsis and therapy. 

The case is interesting because of the co-existence of a benign uterine 
growth—a fibroma on the right wall developing in the right broad liga- 
ment. The tubal lesion’ was discovered only when laparatomy was 
performed. The carcinoma had evidently originated in the ampulla, thence 
the process had extended to the whole of the Fallopian tube. 

Primary carcinoma in the Fallopian tube is rare, and its most apparent 
signs—pains, leucorrhcea and hemorrhage—are common to most gyne- 
cological lesions. A fibroma alone might cause them. Since the possibility 
of cure by operation is slight, post-operative prophylactic irradiation by 
Rontgen rays is advisable. 


The author has not been very successful in treating tubal carcinoma 
by salts of lead. 


The functions of the liver and of the reticulo-endothelial system in pregnancy. 

In a study of the functions of the liver and the reticulo-endothelial 
system both in normal and in pathological pregnancies Cetroni investigated 
the elimination of pigments artificially introduced into the circulation, 
employing Rosenthal’s test with phenol-tetrabrom-phthalein. He also 
determined the presence and quantity of bilirubin in the serum, using van 
den Bergh’s test, and studied the behaviour of the reticulo-endothelial 
system to pigments. It was not clearly proved that the phenol-tetrabrom- 
phthalein was fixed in the cells of the reticulo-endothelial system, the 
parenchyma cells of the liver appearing to absorb most of this substance, 
since go per cent was eliminated by the bile-ducts. The dualistic origin of 
bilirubin is admitted, being both hepatic and extra-hepatic. The function 
of climination, however, rests with the hepatic parenchyma cells. Rosen- 
thal’s test gives the most marked results in the first trimester of pregnancy. 
In eclampsia and toxcemias in general it has a certain diagnostic and 
prognostic value. 

Comparing the lines of research on both systems, Cetroni finds a parallel- 
ism of retention between external colouring matter and internal. There js 
a dissociation with prevalence of bilirubin in labour, slight infectious and 
non-toxic hyperemesis. There is dissociation with prevalence of phenol- 
tetrabrom-phthalein in graver forms of puerperal infection, such as eclampsia 
and toxic hyperemesis. 

The prevalence of retention of phenol-tetrabrom-phthalein is a less 
favourable prognostic sign in both hepatic and reticulo-cndothelial functions. 
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Cullen's sign and its diagnostic value in extra-uterine pregnancy. 

The sign in question—a bluish discolouration like an ecchymosis, round 
the umbilicus—was noted for the first time by Hofstaetter in  1gog. 
It was seen in a case of extra-uterine rupture complicated by a small ubili- 
cal hernia. Cullen pointed out that this sign was not characteristic of 
extra-uterine rupture only, but common to many abdominal affections in 
which there is free blood in the abdomen. It is supposed to depend on 
peritoneal inundation associated with umbilical hernia. 

Since 1927 Bortini has operated on 149 cases of ruptured tubal pregnancy. 
In 58 cases there was peritoneal flooding. In eleven cases there was 
umbilical hernia and in only one of these cases did he note Cullen’s sign. 
On it he based his diagnosis of extra-uterine pregnancy with endo-peritoneal 
hzemorrhage. 

Since the sign is of such rare occurrence—Hofstaetter saw it only thrice 
in 16 years’ experience—Bortini considers it of little diagnostic value unless 
other symptoms and signs are detected along with it. 

J. H. Filshill. 


La Clinica Obstetrica. 


December 1928. 
*Painful circumscribed tetany of the gravid uterus with premature detach- 
ment of the normally inserted placenta. Soheri. 
January 1929. 
*Ovarian re-section as the cure for juvenile metrorrhagia. Cuizza. 
February 1929. 
*A case of transplantation of the gravid ovary in an old patient. Madruzza. 
*Research on blood coagulation in the neonate. Maurizio. 
March 1929. 
*Research on blood coagulation in the neonate. Maurizio. 
April 1929. 
Menstruation and fcetal development. Matarese. 


Painful circumscribed tetany of the gravid uterus with premature detachment oi 
the normally inserted placenta. 

Soheri thinks that in a certain number of cases of abortion the cause 
is not sudden contraction of the whole uterus but only of a section of its 
wall, often of that section on which the placenta is inserted. 

After one hysterectomy, his inspection of the removed uterus led him 
to suspect this occurrence, and recent observations have confirmed his 
belief in what he calls painful circumscribed tetany and of its being an 
agent in premature detachment of a normally inserted placenta. He 
describes a recent case in which he made a diagnosis of intra-mural myoma 
and uterine apoplexy in the fifth month of pregnancy. He decided to 
perform sub-total hysterectomy. On opening the abdomen and extracting 
the uterus he found its right horn occupied by a hard mass. He thought 
his diagnosis correct and removed the uterus. The uterus lay on the 
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table while he finished the operation, and he noted that the right horn 
tumour was growing less. In about a quarter of an hour it had disappeared. 
He made a section of the mass and discovered that this was a case of 
premature detachment of a normally inserted placenta. About one-third 
of the placenta was loosened, and the attachment covered with blood clot. 
Above the detachment of the phantom tumour the wall remained thicker 
than the rest of the organ. 

He considers that in this case he had proof of circumscribed tetany, and 
discusses the possible causes and predisposing circumstances which may 
lead to such ‘spasmophylia of pregnancy.” 


Ovarian resection as the cure for juvenile metrorrhagia. 

Cuizza describes three cases of metrorrhagia cured by ovarian re-section. 
ile concludes that ovarian re-section is an operation which may lead to 
cessation of heemorrhage and regulation of the functional rhythm of the 
ovaries without injury to the genital function. He considers re-section 
preterable to R6ntgen-castration or hemi-castration. 

Re-section should be free, taking away nearly half of the total ovarian 
parenchyma with special care that it includes the most evident degenerative 
lesions. It is better to abstain from contemporaneous curetting unless it 
is imperative because of the intensity of the hamorrhage or the patient’s 
anemic state. 


A case of transplantation of the gravid ovary in an old patient. 

Madruzza gives an account of successful ovarian transplantation. 

A woman aged 73 years had been operated on for complete genital pre- 
lapse. Following operation her general health became so low that recovery 
seemed impossible. No treatment brought any amelioration. 

Taking advantage of material atforded by myomectomy on a patient 
six months pregnant, a normal ovary without corpus luteum was used for 
grating. 

In order that the old woman should not be exposed to the risks ot 
laparotomy, sections of the ovary were introduced between muscle and 
fascia along one side of the linea alba. 

Hight days after transplantation, the patient’s condition began to improve 
and in a month she left hospital in fairly good health. After the ovarian 
vraft no other curative treatment was employed. When the patient was 
seen three mouths alter leaving hospital her general health was good and 
she was able to engage in household duties suitable to her age. Signs of 
re-juvenescence in her appearance were not noted, as in a case described by 
Voronoff, 


Research on blood coagulation in the neonate. 

In his research on blood-coagulation in the newly-born infant, Maurizio 
has followed Inchley’s method as modified by Ellis and Barlow. His investi- 
vation included 32 healthy uewly-born children of both sexes and 14 
children sutfering from various forms of disease. 

He found that the coagulation time in a newly-born child as compared 
with that of an adult shows a physiological retardation—84 minutes in the 
male and sy minutes in the female infant. This is known as temporary 
liemophilia of the new-born, He suggests that it should be called a 
“pseudo-hemophilia.”’ It is more manifest in the fourth and fifth days 
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alter birth, and becomes normal between the eighth and tenth days. It is 
more marked in male children than in female, and greater in premature 
than in full-time infants. 

The frequent occurrence of morbid conditions causing heemorrhage in 
the first days of infant life is probably due to this physiological tendenev. 
It must not be confused with true constitutional and hereditary hcemo- 
philia. 

J. H. Filshill. 


Revista Italiana de Ginecologia 


December 1928. 
Clinical and anatomical study of metropathy. Scontrino. 
The digestive system in gravid and puerperal conditions. Albano and 
Nuvoli. 
“Influence of the corpus luteum on the course of pregnancy. Maurizio. 
*Research on ovarian transplantation followed by thyroid administration. 
Madruzza. 


January 1929. 
*Ovarian function and pregnancy. O. Mello. 


March 1929. 
Early surgical intervention in hidden encephalo-cranial lesions of uewly- 
born children (continuation). Camayo. 
*Zarate’s partial symphysectomy. de Andrade. 
April 1929. 
Early surgical intervention in hidden encephalo-cranial lesion of newly- 
born infants (continuation). Camayo. 
Low marginal placenta. de Andrade. 
Vulvo-vaginal myiasis. da Costa. 


Influence of the corpus luteum on the course of pregnancy. 

Maurizio concludes both from laboratory work and clinical observation 
that the function of the corpus luteum is not necessary for the progress 
of pregnancy once the ovum is implanted. The ovum becomes fixed on 
a site previously adapted and has in itself all the material required for 
development. This goes on autonomously and independent of persistence 
of the corpus luteum. 


Research on ovarian transplantation followed by thyroid administration. 

Madruzza records differing opinions on the value of thyroid in assisting 
ovarian grafts. His research was conducted in two series. In the first the 
ovary was transplanted without any particular treatment. In the second, 
glycerinated extract of thyroid was given by the mouth the day after 
transplantation and continued for twenty days. 

It was shown that thyroid had no effect on the process of attachment. 
Madruzza thinks that ovarian extract or pluti-grandular injections would 
be more successful. 
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Gvarian tunction and pregnancy. 

Mello discusses various hypotheses regarding the reciprocal influence 
of the ovary on pregnancy and pregnancy on the ovary. Two undisputable 
facts cmerge trom all investigations. The corpus luteum exerts a governing 
eticet on pregnancy. Next in order of importance are the ovarian intestitial 
cells. On the sceretion of these depends the defence of the gravid organism 
against the products of its own activity. Ovarian hormones cause hyper- 
trophy of the mammary glands and regulate arterial tension. 


Abortion, extra-uteriue pregnancies and vesicular degeneration seem to 
be due to ovarian hypo-function. 


Zavate’s partial symphysectomy. 

De Andrade describes two cases in which he performed Zarate operations, 
not through choice at the beginning of labour, but as an emergency 
intervention in the interests of mother and child. 

In both apparently normal cases he was obliged to use high forceps 
beeause of fixation of the head. In the first case, the vaginal wall was 
injured and rather an alarming hemorrhage ensued. In the second, the 
fetal heart sounds were growing very faint. 

tle carried out the whole operationu—-separating the pubic rami by about 
six inches—-in about a minute. In the first case the child was born 
evanosed but soon revived. The second child was dead. Both mothers 


nade a good recovery. In both cases a radiograph aiter convalescence 
showed very littl permanent separation of the pubic bones. 


De Andrade considers that Zarate’s operation should be substituted tot 
the use of high forceps aud for Ccesarean section in many cases of narrow 


pelvis. Cesarean section should be reserved tor cases with exaggerated 


pelvic detects. Phe operation cau be carried out in the poorest home, since 


tisk of infection from the wound is practically negligible aud no instruments 
ie required save bistoury and needles. 
he operation is undertaking it carelessly 


‘ilshill. 
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Vol. viii, Fasc. 2, 1929- 

*The labour of primiparce past 40 years of age. E. Essen-Moller. 

‘Contribution to the question of simultaneous malignant tumour and myoma 
of the uterus. M. Uddstrémer. 

*Mola hydatidosa destruens and chorionepithelioma uteri cum metastatibus 
pulmonum. Perforatio spontanea uteri, anczemia acuta. Exitus. J. 
Johansson. 

Contribution to the question of central rupture of the perineum. E. 
L6fqvist. 

On the symptomatology and diagnosis of hematometra in an accessory 
horn. Genell. 

*On the progress of the treatment of habitual abortion in the Frauenklinik 

in Lund, 1904-1927. K. Jensen-Carlén. 
Vol. viii, Fasc. 3, 1929. 
On the cause of varicosity and thrombo-embolism at the Malmo General 
Hospital, 1904-1927. E. Lindqvist. 

*The diagnosis and treatment of extra-uterine pregnancy. E. Jerlov. 

*Experimental research into the function of the cells of the theca interna. 
A. Westman. 


Anemia of pregnancy resembling pernicious anemia due to lead poisoning. 

Husfeldt notes that cases of true pernicious ancemia occasionally arise 
during pregnancy or the puerperium. He describes a case which resembled 
true pernicious anemia. The patient was 27 years of age with a previous 
healthy history. There had been one normal pregnancy and labour two years 
previously and she was at the time of observation five months pregnant. 
Within the first month she began to suffer from malaise, vomiting and 
marked pallor. Two days before admission to hospital she started with 
severe vomiting, epigastric and lumbar pain followed next day by 
jaundice. Abdominal examination demonstrated no abnormality of any , 
organ. During the following days vomiting and pain were present but to 
a less degree and the jaundice lessened, to be replaced by a marked anemia. 

Meulengracht pointed out the similarity of the blood condition to that 
found in acute lead poisoning aid on close questioning of the patient she 
owned to having taken red oxide of lead (Pb,O,) to an amount in all of 
250 grammes. Directly she missed her first period she took about 15 
grammes, and after the second period she repeated the dose without result. 
So then she repeated the dose five times with no other result than a feeling 
of weariness. As nothing happened to the pregnancy she lost patience and 
took all the remainder which amounted to three desert spoonstful, or 15. 
grammes. This large dose was followed by the symptoms tor which she 
was adinitted to hospital. 


The prognosis in parturition for eld primapare at Sédra Barnbordshuset between 

1912 and 1927. 

Lindén bases his paper on 202 cases of primipares aged 4o veats or over, 
delivered during the 16 years under review out of a total of 20,087 delivertes. 
34 of the 202 cases were unmarried and two mothers gave birth to twins 
Excluding a few cases of prematurity with a feetal weight of less than 
2,500 grammes and length less than 47 cms. and one case of Cesarean 
section, the average duration of labour was 31.03 hours. OF these tio were 


678 Journal of Obstetrics and Gynecology 


delivered spontaneously and 79 with help. The average time for the former 
being 22.52 hours and for the latter 45.34 hours. There were 188 vertex, 
three sincipital and two face and seven foot and breech presentations. 
40 patients had had previous miscarriages but the duration of labour in 
these would suggest that previous miscarriages had no or little effect on the 
duration of subsequent labours. Rupture of the membranes tended to occur 
carly. There were no maternal deaths. 

Albuminuria occurred in five cases and eclampsia in three, which is a 
proportion greater than occurs in primiparze of all ages. 

Hemorrhage was increased ; the greatest quantity of blood lost measured 
1,500 grammes. 

There were 97 boys and 107 girls, 189 being born at term and eleven 
being premature. Four foetuses died before delivery, twelve during and 
cight after delivery, of these three cases can be excluded from the foetal 
loss, one was a case of criminal abortion with fever in the mother, one was 
anencephalic and one premature. 

In the eclamptics there were one living child and two dead, and there 
were two cases of placenta preevia in which both children died. With the 
expectant treatment carried out at this hospital the child mortality was 
eight per cent and Lindén considers that such expectant treatment with 
intervention only if such is actually called for gives good result when 
patients are treated in hospital, and he considers it justified rather than 
to subject such patients to Caesarean section as an alternative without any 
such trial being made. He finds that such a Cresarean baby is likely te 
be an only child, whereas with a normal delivery there is every encourage- 
ment for the mother to conceive a second. 


A case of grave anemia of pregnancy (anemia graviditatis pernciosiformis). 

The author describes a case of severe anzemia in a primigravida aged 23 
years who developed pyelocystitis in the fifth month, followed by severe 
anemia, 

Hemoglobin was 4o per cent and, in spite of treatment with iron and 
arsenic, fell to 28 per cent. Liver diet was not tolerated. 

In view of the danger of hemorrhage in induction and the arrest of a 
further fall in heemoglobin she was allowed to go to term. She gave birth 
to a healthy living child without any post-partum hemorrhage and was 
subsequently treated with blood transfusion a few hours after delivery. 
Recovery was complete in three months. 


The labour of primipare past forty years of age. 

Essen-Moéller deals with 206 cases from the clinic at Lund at ages varying 
from qo to 48 vears. 

Presentations were 187 occipito-anterior, 8 occipito-posterior and 11 foot 
presentations. Two mothers died, one from pyemia following extraction 
of a breech 167 hours after rupture of the membranes, and one from aneemia 
following a spontaneous labour with a placenta previa. 17 feetuses died 
during or after parturition, 

The duration of labour in 1o8 spontaneous deliveries varied from three 
to 175 hours, the average was 30] hours. 

The membranes ruptured early in 25.4 per cent but this did not lead 
to a long labour, the average time in these cases being 25.7 hours. The 
number of cases calling for intervention was oo, namely, 43.2 per cent, which 
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is a much higher number than in all primiparous patients. There were 71 
cases of forceps delivery, 16 Czesarean sections, two premature inductions 
for eclampsia and one perforation. Of the Cesarean sections the indication 
was eight times, age alone; three times, a narrow pelvis; one placenta 
preevia; one morbus mordis and three accidental haemorrhage. All the 
mothers recovered and one feetus died of hzemorrhage. 

The author does not share the opinion that Czesarean section should be 
the chief method of delivery in primiparze past 40 years of age, though he 
considers that it is a valuable method of obtaining a living child in such 
cases where labour tends to be prolonged after rupture of the membranes. 


Contribution to the question of simultaneous malignant tumour and myoma of the 
uterus. 
Uddstr6mer gives a clinical description of 15 cases, none of which were 
diagnosed as cases of malignant disease with certainty before operation 
with the exception of case 13. 
He draws the following conclusions :— 


1. If in a woman before the menopause a uterus begins to ‘‘move”’ 
suddenly grows, gives increased trouble in the form of bleeding, pain o1 
loss in weight and, (2). If in a woman past the menopause known to have 
a myoma which gives rise to these symptoms, then malignant disease 
should be suspected. 


On the progress of the treatment of habitual abortion in the Frauenklinik in Lund, 

1904-1927. 

A report on 39 cases of habitual abortion where no cause was discovered. 
In 24 cases the abortion occurred in the third month. 

The treatment adopted was: (1) Rest in bed for as many days as 
menstruation would have lasted if the patient had not been pregnant. 


(2). Systematic antiluetic treatment though there was no evidence of 
any syphilitic infection. This treatment resulted in the birth of 27 living 
children out of 39 pregnancies, 


Mola hydatidosa destuens and chorionepithelioma uteri cum metastasibus pulmonum. 

Perforation spontanae uteri, anemia acuta. Evxitus. 

Johansson describes a case of a sexipara aged 49 who underwent lapar- 
otomy for acute abdominal pain and whose abdomen was closed on the 
discovery of an apparently normal uterus pregnant three to four months. 
Recovery was not satisfactory and patient showed signs of toxemia of 
pregnancy with cedema of the legs which prevented her getting about. 
Three months later she suffered symptoms of an acute intra-peritoneal 
heemorrhage and on operation the uterus was found to be perforated near 
the fundus with a mole extruding from the rent. The patent died on the 
table. 

The author refers to eight previously described cases (Schauta, Pick, 
Gottschalk, Dungers, Schickele, Vineberg, Eden, Grotenfelt). 


The diagnosis and treatmeni of extra-uterine pregnancy. 

The author has made a study of the blood pressure and finds it always 
low after an intra-abdominal hemorrhage, the degree of fall bears a greater 
relation to time than the amount of blood lost since less than 20-20 mm, 
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systolic pressure have been observed, and a drop in haemoglobin is also 
present. 

Treatment consisted in immediate operation for haemorrhage; opera- 
tion in the case of limited haemorrhage when the diagnosis has been certain ; 
with expectant treatment in doubtful cases. 

In no case has blood transfusion or auto-transfusion beet carried 
out as no case has been in danger of fatal haemorrhage. He considers 
that auto-transfusion is especially dangerous on account of the usual 
complication of salpingitis. 


Experimental research into the function of the cells of the theca interna. 

Experiments were made upon mature rabbits to find out whether the 
theea interna cells are capable of producing hormones analogous to those 
originating from the follicular cells. Mature follicles in rabbits were sucked 
out a few hours alter coitus by the removal of the membrana granulosa. 
Subsequently the uterine mucous membrane was examined microscopically 
for any reaction analogous to that arising under the influence of the corpus 
luteum in so-called pseudo-pregnancy. No such reaction occurred when 
the membrana granulosa was completely recovered. 

Examination of the ovaries showed degeneration of the theca cells shortly 
alter extirpation of the follicular membrane, in one case where it was 
partially removed a corpus luteum arose from the remaining follicular cells, 
while the theca cells showed no increased proliferation within those areas 
of the follicular wall where the granulosa was missing. Westman concludes 
that the theea cells are incapable of forming corpus luteum tissue. 

R. H. B. Adamson 


Japanese Journal of Obstetrics and Gynecology. 


Vol. xii, No. 1, March, 1929. 

“The effect of pregnancy, labour and puerperal confinement upon the 
functions of the circulatory system. Part I. On electrocardiogram of 
the heart during pregnaney and puerperium. Y. Kanki. 

“Statistics of uterine cancer. Y. Kanki. 

"Physiological investigation of Fetus. (Seventh Report.) Supplementary 
research of terments in digestive organs. Maltase in intestines and 
pancreas, Tachibana. 

*Laipase in kidney of human fetus and new-born child. T. Tachibana. 

“Physiological investigation of fetus. (Report VIII.) Supplementary 
research of ferments in digestive organs : Invertase in intestinal canal. 
T. Tachibana. 

“Ferments in secretion of ovarian cysts. (Part Il.) Maltase. T. Tachibana. 

Sex of fetus in Japan. K. Sugiura, 


Experimental study of coloration of fur of mammalia. Mutual relation 
between the colour of rabbit fur and the resistance against narcosis 
and haemorrhage. Sh. Nishizaki. 

Post-operative treatment in uterine cancer. K. [hdima. 

Auricular fibrillation in puerperium. Y. Kanki. 


Metabolism in uterine cancer. Etfect of operation and X-ray treatment en 
metabolism. Sh, Mizuhara. 


Experiments on lead deposition in uterine tissues due to lead poisoning. 
N. Takeuchi and H. Fujiwara. 
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The effect of pregnancy, labour and puerperal confinement upon the functions of the 
circulatory system. Part {. On electrocardiogram of the heart during pregnancy 
and puerperium. 

Kanki thus summarizes his results :— 

1. The heart’s stimulus conduction time in normal pregnant women ts 
within the regular standard during the laying-in period as well. 

2. During the first half of the pregnancy stage, the direction of the 
P, R and T waves is upward in the lead three and in the latter half, the P 
wave alone shows an upward deflection while the R & T waves are seen 
to be downward. In the early puerperal period, the P and R waves are 
directed upward whilst the T wave is turned downward. 

These variations are due no doubt to the altered position of the heart. 

3. Dangers accompany the labour of patients suffering from myode- 
generatio cordis. For ascertaining the resistance to labour in case ot 
heart diseases, therefore, examination of myocardium by means of the 
electrocardiogram is of the greatest importance. 

1. The altered position of the heart during the latter half period of 
pregnancy may be as well determined by means of angle a calculated by 
the process of the electrocardiogram. 


Statistics of uterine cancer. 


Since Virchow had raised the irritation theory as the origin of cancer, 
there have appeared numerous results of experimental researches, as well 
as clinical examples in support of this theory. Cancer of the uterus, 
especially the cancer of the cervix uteri is apt to occur where irritation ha- 
been caused to the portio of the uterus physiologically from without. Alsc 


during labour, the cervix uteri is apt to be damaged and afterward often 
inflamed, making it liable to become the seat of cancer. This view of the 
origin of the disease has led to the publication of the results of researches, 
supported by evidence, amongst which the observations based upon clinical 
statistics are the most numerous. 

Kinoshita in his statistics of 309 cases of cancer patients, mentions 
women who have had one to three children as being the most numerous 
Furthermore, he gives the average number of children of 91 cancer patients 
whose ages were 45 vears and over, as 5.7 persons per head, whereas the 
average number born of too persons of 45 vears and over, but free of cancer, 
Was given at 4.35 per each person. He concludes by stating that cancer 
is most common among parous women. 

Azuma in statistics dealing with 260 cases, gives the ratio of the 
patients as being the most numerous among women who have had four 
children; next comes with five children and then six. The rate of patients 
among sterile married women is said to be only to per cent. 

Mattmiiller states 4.4 as the average number of children born of patients 
suffering from cancer of the cervix uteri, and three to four children as 
that of a normal woman. 

Kanki thus summarizes his findings :— 

1. From the point of view of statistics there is nothing to prove the 
existence of relationship between the number of childbirths and the cance: 
of the cervix uteri. 

2. The cancer of the cervix uteri is most common between thirty and 
sixty and the average age works at 44.515 0.49022. 


K 
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» In cancer of the cervix uteri, the spinal cell type is met with 
among comparatively younger persons, whereas the fat spindle cell type is 
prevalent among the older women. The spinal cell type is often known 
to attack the lymphatic gland, but very seldom affects the connective 
tissues (parametrium). On the other hand, the fat spindle cell type acts 
eNactly the reverse. Recurrences are most frequent with spinal cell types. 


Physiological investigation of Fetus. (Seventh Report.) Supplementary research of 
ferments in digestive organs. Maltase in intestines and pancreas. 
Krom the results obtained by ‘Tachibana, the following conclusions 
have been reached :— 


1. The production of maltase is demonstrated in the mucosa of the 
intestines of the human new-born child. 

2. The production of maltase is also demonstrated with certainty im 
the mucosa of the human fcetus 

3. The production of maltase in the intestines of the human fcetus is 
recognized even in the third month of feetal life. 

}. The production of maltase in the intestines of the human fcetus in- 
creases markedly in quantity in the fourth month of fcetal life, and after 
that month a gradual increase is recognised as the number of foetal months 
Micreases. 

5. The production of maltase is demonstrated in the pancreas of the 
human fcetus and the human new-born child. The production is experi- 
mentally demonstrated in the sixth month of foetal life at latest. The 
earlier production than in that month is supposed to be demonstrable. 

The intestines of the human feetus and the human new-born child 
have a stronger maltase decomposing power than the pancreas, as was 
recognized in the case of the mature organs. 


Lipase in kidney of human fetus and new-born child. 
Tachibana sums up the results obtained by his experiments in the 
following conclusions : 
1 The kidney ol the human new-born child produces lipase. 


ipase is also produced in the kidney of the human {cetus. 


month 


month the production could not be attested 


vy the method of experiment adopted at present. 


Mhe renal lipase of the human fcetus increases markedly in quantity 
in the filth month of foetal life, and aiter that month has a gradual increase 
t} mont] = ta) 
the number OF months of taetal ite increases. 
The power of lipase to decompose tributyrin in the kidneys of the 
tuman fetus and the human new-born child is not equal to the power oi 
that in the liver and intestines of the humau new-born child, but seems 


and the palcreas. 


Vhysiological investigaton of ‘tetus, (Report Vili). Supplementary research oi 
ferments in digestive organs: Invertase in intestinal canal. 


Lile 


The following results have been obtained by Tachibana from 


resent series of experiments : 


The presence of invertase is clearly demonstrated in the mucous 


the human new-born child. 
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2. In the intestinal membranes of the human fcetus, also, the presence 
of invertase is clearly demonstrated. 

3. The production of invertase in the human fetal intestines is 
recognized even in the third month of fcetal life. 

4. As for the changes in the production of invertase in the fceta. 
intestines :—a marked increase in power is recognized in the fourth month 
of foetal life, but after that month, it is observed that the production has 1 
tendency to increase in quantity at a very slight but gradually increasing 
rate as the number of fcetal months increase. 

5. The secretion of invertase in the intestinal mucous membranes is 
markedly stimulated by lactation. 

6. From the experimental results it can be concluded that the production 
of invertase in the intestines of the human fcetus and the human new-born 
child is markedly strong, compared with that of the maltase and lactase 
that decompose double-sugars. 


Ferments in secretion of ovarian cysts. (Part III.) Maltase. 


Tachibana sums up the results obtained in his experiments in the 
following conclusions :— 


1. The presence of maltase is clearly demonstrated in the secretion ef 
ovarian cysts. 
2. The quantity of maltase in the secretion of pseudomucin cysta- 


denomata varies between 0.006 g/dl. and 1.110 g/dl. 


3. The quantity of maltase in the secretion of serous cystadenomata 
varies between 0.004 g/dl. and 0.014 g/dl. 


4. The quantity of maltase in the secretion of pseudomucin cysta- 


denomata has a markedly greater value than that in the secretion of serous 
eystadenomata, indicating a fact identical with that already observed in 
amylase and lipase. 


E. T. 


The Cancer Review. 


The following abstracts are abstracted from ‘The Cancer Review: A 
Journal of Abstracts”? by kind permission of the British Cancer Campaign. 


Vol. iv, Nos. 3 and 4, 1929. 
Infectious complications of radiotherapy of the cervix uteri. J. EK. GEeNDREAU. 

Amer, Journ. of Phys. Ther., 1928, 5, pp. 57-59. 

The author points out the danger of secondary infection during radiation 
treatment of carcinoma of the cervix. As a tule malignant tissue is full 
of bacteria, but it may become infected from the radium applicator, and 
it is often impossible to clear up the infection completely. A case is 
described in which radium treatment of an infected growth, which had 
been treated by douches five days prior to radiation, resulted in a general 
infection, ‘The patient ran a high temperature for several weeks, and the 
infection was eventually overcome by the administration of an auto-vaccine. 
The radium was re-applied smaller doses; the tumour gradually 
diminished in size and the paticnt’s general condition improved, As a 
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result of this and similar cases the author recommends that prior to radium 
therapy of cervical carcinoma the patient should be warded, accurate 
bacterial examination of the vaginal flora made, and the radium introduced 
with the strictest aseptic precautions. 


J. P. Kerley. 


Ovarian radiation and pregnancy. A. A. Kaptan. Fortschr. a. d. Geb. d. 

Rontgenstr., 1928, 38, pp. 556-565. 

Most of our ideas of the effect of X-rays with reference to subsequent 
fertilization have been obtained from animal experiments. The author 
describes in detail two cases of pregnancy occurring after radiation of the 
ovaries and also a case of leukaemia in which the ovaries were irriadiated 
diuing pregnancy. The first two patients went to term and were 
delivered of healthy infants. In the leukaemic case it was necessary to 
induce labour and do a craniotomy; microscopic and macroscopic examina- 
tion of the infant showed it to be normal; the mother made an uneventful 
recovery, but subsequently died of leukaemia. The author deduces from 
these cases that the theory of the destructive action of X-rays on the 
ovaries and the foetus does not apply to all human cases. He discusses 
the relationship between leukaemia and pregnancy and the pessibility of 
transmission of the lukeemia to the infant. 

J. P. Kerley. 


Mammary carcinoma in relation to the sexual life of women. A. H. Rorro 
Prensa Med. Argentina, 1928, 15, pp. 113-127. 


The author first remarks than it is generally accepted that the manner of 
functioning of the sexual organs in women is of etiological importance 
with regard to malignant disease of such organs. He then epitomizes 
the results reached by the Cancer Committee of the League of Nations 
(Health Organization) in the inquiry into the incidence of cancer of the 
breast and cancer of the uterus in England and Wales, Italy and the Nether- 
lands [{G. Budranan’ is presumably, Sir George Buchanan]. Next he 
vives a considerable number of tables of the deaths from cancer in Buenos 
Aires (some of the tables relate to the two vears 1925-1926, others to the 
single vear 1926). The data are tabulated in abundant (possibly super- 
abundant detail—by nationality, by civil state, by age, and by month of 
occurrence (deaths from all causes). The actual numbers of deaths from 
cancer in women were S66 in 1925 and 882 in 1926, while the deaths attri- 
buted to cancer of the breast numbered 7g and 82. In the second part 
ol the paper statistics of patients admitted to the Instituto de Medicina 
Experimentale suffering from cancer of the breast are given. These 
numbered 355 married women, 180 widows, 105 single women. The data 
are tabulated by age and nationality separately for each civil state, also 
Qnarricd women and widows) by number of children born. The author 
reaches the following general conclusions. That the mammary and 
uterine forms of cancer are the most frequent forms, but cancer of the 
stomach is more frequent; that cancer of the breast is relatively more 
common in unmarried than in married women; that cancer of the breast 
is More common in women who have not borne children. [A painstaking 
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collection of figures, the value of which would have been greater had more 
years been available and had it been possible to compute rates of mortality 


at ages. | 


Vol. iv, No. 


5, 1929. 


Familial character of uterine fibromas. 
PP-432-434. 


=< 


R. GREGOIRE. Paris Méd., 1927 


From a woman who was operated upon for uterine fibroids it was learned 
that every adult female in four generations of the direct line had had these 
tumours and that all had borne several children. 


F. Cavers. 


Spontaneous deciduomas in pseudo-pregnancy with low vitamin E. H. M. Evans. 
Amer. Jour. of Physiol., 1928, 83, pp. 149-153. 


If the condition of the pseudo-pregnancy be induced in rats by breeding 
with vacestomized males, and the female genital tract be examined on the 
tenth day of the pseudo-pregnancy, deciduomatous tumours are found at 
one or more points along one or both uterine horns, (a) in 4 per cent of 
animals on natural diet, (b) in about 60 per cent of animals on vitamin- 
E-free diet. These tumours are not caused by the passage of unfertilized 
ova from the ovary into the uterus, since they occur also after occlusion of 
the tips of both uterine horns; after this operation the incidence of deciduo- 
matous tumours in the two groups was either the same or considerably 
higher than we had hitherto encountered (50 per cent to So per cent).”’ [The 
author dces not make clear whether these percentages refer to the two 
groups respectively or together. ] 


“The spontaneous deciduomatous tumours here dealt with were in most 
cases spherical enlargements of the uterine horn, resembling strikingly 
the reaction about a thread or other minute foreign bedy, or in fact the 
enlargements at about the 12th or later days of pregnaney, save for the 
omission of foetal elements. . Sections show that the spontaneous tumours 
are consituted by the transformed connective tissue of the endometrium. 
It is highly interesting that occasionally the deciduomateous response is 
diffuse and characterizes a larger portion of the uterine horn. We have 
given sone thought to the hypothesis of points of mild infection of inflam- 
mation constituting the inciting cause of the tumours. 


Pus pockets are 
sometimes found in the tumours. 


Should we maintain this view, it would 
be necessary to suppose that the chief cause for higher incidence of the 
tumours in low E was due to the less healthy state of the endometrium. But 
that there is a more direct relation of deciduoma growth to low E would 
seem to be shown by the fact that when tumours are purposely produced 
under high E and low E conditions by the insertion of threads, the tumours 
clearly tend to be larger with impoverished E. 


All our evidence points to 
the peculiar ease with which deciduematous response can be evoked with 
impoverishment in EK, an ease so marked that these tumours grow spontan- 
eously in one or both uterine horns in a high proportion of E low females 
bred with vaseetomized males,” 


E. 1. Kennaway. 
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The interferometer method in the diagnosis of pregnancy and malignant conditions. 
G. S. Haynes and C. G. L. Woir. Jour. of Cancer Res., 1927, 11, pp. 
301-323. 

The authors have studied some of the factors underlying the interfero- 
meter method developed by Hirsch for the diagnosis of malignant conditions 
and pregnancy, for which somewhat extravagant claims have been made 
(see CANCER REVIEW, 1927, 2, Abstracts 206-208, pp. 101-102). The method 
consists in incubating specific substrates with the serum to be tested in 
small tubes closed with rubber stoppers to prevent evaporation, the tubes 
being kept at 37° C. for 24 hours. The differences in specific proteolysis are 
determined by the differences in the interferometer readings. Previously 
it had been noted that increases in the amount of substrate cause a rise in 
the interferometer readings, and the authors confirm the fact that a great 
part of the change observed is due to absorption of water by the substrates 
and to soluble substances derived from the rubber stoppers with which 
the incubator tubes are closed. After taking into account these funda- 
~inental causes of error the authors find no correspondence between their 
readings and the clinical findings either in pregnancy or malignant con- 
ditions. 


Endometriomas. (563) J. Mutier. Endometrioide Adenomatose (Adeno- 
myosis) und Cystadenomatose der Harnblase. Arch. f. klin. Chir., 1927, 
145, PP. 394-434. (564) E. Fers. Endometriome an Portio. Zentralb. 
f. Gyndkol., 1928, 52, pp. 285-288. (565) C. A. Castanz. Endometrioma 
del ovario. Bol. y Trab. Soc. de Chir. de Buenos Aires, 1927, 11, pp. 
294-302. (506) E. F. Scumitz. Ectopic endometrium in the ovary and 
inguinal canal. Amer. Jour. of Obst. and Gynecol., 1927, 13, pp. 705-710. 
(567) G. FROMHOLT. Adenomyose der weiblichen Blassens. Zentralb. f. 
Gyndkol., 1927, 51, pp. 1159-1170. (568) L. M. Mites. Endometrioma 
involving the rectum. China Med., Jour., 1927, 41, pp. 338-339. (569) 
H. T. Ba. Contribution a l’étude des endométriomes rectovaginaux. 
These Fac. Med. Paris (Edit. ac), 1927, 95 pages. (570) R. de J. de 
JonG. Drie gevallen van endometriosis. Nederl. Tijls. v. Geneesk., 
1927, 2, pp. 778-785. (571) GouILLIouD, J. F. Martin and MICHON. 
Endométriome sur une cicatrice de laparotomie. Lyon Med., 1928, 141, 
pp. 65-67. (572) U. Mars. Endometrioma of abdominal wall; general 
survey and case report. Amer. Jour. of Surg., 1927, 2, pp. 539-545. 
(573) C. A. RoEpER. Surgical transplantation of endometrial tissue from 
uterus into abdominal wall. Nebraska Med. Jour., 1928, 13, pp. 226-227 
(574) V. Bonney and H. S. Davipson. Further case where endometrial 
tissue was accidentally implanted. Jour. of. Obst. and Gyne@col. Brittish 
Empire, 1928, 35, pp. 135-136. (575) VioLet. A propos d’un cas d’endo- 
métriome dans une cicatrice de dechirure périnéale. Lyon. Méd., 1928, 
141, pp. 62-65. 


(563) The author deals in considerable detail with the pathogenesis of 
endometrioid tumours, and describes a case in which the bladder was 
affected. 

(564) A nullipara of 33, who was operated on in March 1927 
(appendicectomy and hysteropexy for backward displacement of uterus), 
returned to hospital in July complaining of irregular menses which 
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occurred every fortnight, lasted about a week and were accompanied 
by great pain. A cicatricial band was found in the left vaginal fornix 
and three red nodules on the vaginal part of the cervix in line with this 
band. The nodules and band were excised and were found to consist of 
endometrial tissue. The case is stated to be the first in which extraperi- 
toneal endometriomas have been found apart from those occurring in 
laparotomy scars. 

(565-586) Cases of occurrence of endometrioma in the ovary, in the 
ovary and the inguinal canal, in the bladder, and in the rectum. (569) 
Compilation, mainly from French sources, of cases of endometriosis of the 
rectovaginal septum. 

(570) Three cases of endometrioma. 1. One tumour below the serous 
peritoneum of the colon, several smaller ones below the serosa on posterior 
surface of uterus. 2. Pea-sized tumour behind the symphysis pubis. (3) 
In a woman of 45 an ulcerated endometrioma of the anterior wall of the 
rectum was regarded as carcinomatous and this erroneous diagnosis led 
to extirpation of the rectum; the true nature of the tumour was ascertained 
after operation. 

(571-574) Cases of endometrioma arising in laparotomy scars. (575) 
Unusual case of endometrioma arising in the scar of a perineal tear. 


F. Cavers. 


Fibromas of the mesentery. W. E. DARNELL. 


Ann, of Surg., 1928, 87, pp. 
870-872. 


The author records a case of fibroma of the mesentery occurring in a 
coloured woman aged 25, who complained of some pain in the epigastrium 
and a dragging feeling with attacks of nausea and vomiting. The patient 
had noticed enlargement of the abdomen, but the author does not state 
whether clinical examination revealed any signs of localized tumour. At 
operation a tumour 21 x 18 cm. was found lying between the leaves of 
the mesentery of the ileum. To remove the tumour resection of 30 inches 
of ileum was necessary. The patient died of shock 8 hours after operation. 
Section showed the structure of pure fibroma. The author briefly reviews 
the literature of the subject. The diagnosis of mesenteric tumour is rarely 
made before operation and is impossible in most cases. The operative 
mortality is high. W. T. Warwick. 

Vol. iv, No. 6, 1929. 
Case of congenital sarcoma. P. G. HECKER, Zentralb. f. Chir., 1928, 55, pp- 

824-843. 

In a girl baby 12 weeks old a nodule of cherry size was noticed in the left 
buttock by the mother, and under treatment with hot applications this 
grew to double its size in a fortnight. The author excised the tumour, 
which was found to be a spindle-celled sarcoma rich in cells. Three weeks 
later there was recurrence in the scar, and at a second operation another 
tumour of cherry size was removed ; examination three months later showed 
no metastases. 

In a brief summary of previously recorded cases the author points out 
that congenital sarcomas in children occur most terquently in glandular 
organs, especially the kidney and liver, and next often in the bones; and 
that they appear to be exceedingly malignant and prone to rapid growth 
and early metastasis. 

F. Cavers. 
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Sarcoma of ovary in a patient aged 18 with metastases in skin and internal organs. 

E. Bruucsaarp. Dermatol. Zeits., 1928, 53, pp. So-go. 

A girl of 18 showed a large tumour of the left ovary, with enlargement of 
lymph glands in various parts of the body and numerous small purplish 
skin nodules. Biopsy of the glands and nodules showed polymorph-celled 
sarcoma; the case was inoperable; at autopsy the ovarian tumour showed 
the saine structure as the glandular and cutaneous metastases, and meta- 
stases were also present in practically all the internal organs except the 
liver and spleen. 

F. Cavers. 
Radium treatment of cancer of the female urethra. HH. KRucnAUD. Le Cancer, 

1925, 5, pp. 133-151. 

The author, who states that only 115 cases of carcinoma of the female 
uicthra have been published, has made a close survey of the literature with 
special reference to its treatment by radium. He describes its etiology, 
pathology, symptomatology and method of spread. The disease occurs 
most frequently in the 4th and 5th decades of life, and is often a sequel to 
such precancerous conditions as leukoplakia. It may be either vulvo- 
urethral or pure urethral, and the latter may be subdivided into carcinoma- 
tous degenerating polypi and diffuse infiltrating carcinoma. Histologically 
it is most frequently a squamous-celled carcinoma, but if its origin is in 
the middle of the urethra it is a columnar-celled carcinoma. The inguinal 
and hypogastric glands are involved relatively late. The disease spreads 
over the vulva or into the bladder; it grows rapidly and usually causes 
death in a year from hemorrhage or incontinence and secondary infection. 
Operative treatment has no great mortality, but is limited because it neces- 
sarily produces incontinence. Many authors publish favourable results 
from radiation treatment. 

The following technique is recommended, Administration of a moderate 
dose cf radium for 18 to 20 days; there must be strong filtration and a 
permanent catheter must be fixed in position. Radium tubes or needles 
may be applied directly to the growth or it may be treated through the 
vagina. In the former case 5 to 10 1.c. tubes or 1 to 15 m.c. needles may 
be used; in the latter case 1co to 200 mgrin. of radium element are neces- 
sary. Infected glands should be surgically removed. 

P. J. Kerley. 


2 
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REPORTS OF SOCIETIES. 


THE ROYAI, SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNECOLOGY. 
A Meeting of the Section was held on May 17th, 1929, Dr. J. S. FArRBAIRN 
in the Chair. 
Dr. HERBERT SPENCER read a short communication on 


A STRAIGHT ROp PELVIMETER. 


and demonstrated the use of this instrument. 
Dr. GILBERT IT. STRACHAN (Cardiff) read a short paper on 


SOME CONTRA-INDICATIONS TO RADIO-THERAPY IN CARCINOMA OF THE 
UTERUS. 

The author, having drawn attention to the increasing use of radium in 
the treatment of carcinoma of the cervix both in operable and inoperable 
cases, stated that the general idea seemed that any advanced case might 
be treated thus, and it was desirable to indicate certain conditions where 
this treatment was unsuitable, or even dangerous, unless these conditions — 
were previously relieved; otherwise a wrong impression of the value of 
the therapy might be created. The conditions mentioned were: (1) an 
extreme degree of general emaciation and cachexia; (2) extreme ancemia; 
(3) extension and metastases of the growth; (4) hydronephrosis or pyo- 
nephrosis ; (5) extension of growth to bladder or rectum; (6) inflammatory 
pelvic lesions ; (7) pyometra; (8) evidence of impaired metabolism. 

The paper was discussed by the President and Dr. Donaldson. 

Mr. VictoR BONNEY read a paper on 

THE RESULTS OF WERTHEIM’S OPERATION, AND A COMPARISON BETWEEN 

- THEM AND THOSE OBTAINABLE AT PRESENT BY RADIUM. 

It was discussed by the President, Dr. Wrigley, Dr. Spencer, and Dr. 

Donaldson; and Mr. Bonney replied. 


SECTION OF EPIDEMIOLOGY AND STATE MEDICINE. 

At a Meeting of the Section of Epidemiology and State Medicine, held 

on May 24th, 1929, Dr. ALEXANDER JOE, read a paper on 
PUERPERAL FEVER AND PYRENIAS. 

He made a classification of 219 cases notified as puerperal fever or puerperal 
pyrexia, Of these 71 were local uterine infections, 47 pelvic or general peri- 
tonitis, 11 pelvic cellulitis, 20 septicaemia or pyaemia, 12 pyelitis, and 58 
febrile conditions not due to infection of the genital tract. Fatal cases were 
all due to general peritonitis or blood infections and the general death-rate 
for infections of the genital tract is 21.4 per cent. Of 32 maternal deaths, 
seven followed abortion, 11 occurred in primapare, the preponderance of 
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Sarcoma of ovary in a patient aged 18 with metastases in skin and internal organs. 

E. Bruucsaarp. Dermatol. Zeits., 1928, 53, pp. S0-go. 

A girl of 18 showed a large tumour of the left ovary, with enlargement of 
Iyvmph glands in various parts of the body and numerous small purplish 
skin nodules. Biopsy of the glands and nodules showed polymorph-celled 
sarcoma; the case was inoperable; at autopsy the ovarian tumour showed 
the saine structure as the glandular and cutaneous metastases, and incta- 
stases were also present in practically all the internal organs except the 
liver and spleen. 

Cavers. 
Radium treatment of cancer of the female urethra. TH]. FrucuAup. Le Cancer, 

1928, 5, pp. 133-151. 

The author, who states that only 115 cases of carcinoma of the female 
urctiira have been published, has made a close survey of the literature with 
ep.cial reference to its treatment by radium. He describes its ctiology, 
pathology, symptomatology and method of spread. The disease ocecurs 
most frequently in the 4th and 5th decades of life, and is often a sequel to 
such precancerous conditions as leukoplakia. It may be either vulvo- 
urethral or pure urethral, and the latter may be subdivided into careinoma- 
tous degenerating polypi and diffuse infiltrating carcinoma. Histologically 
it is most frequently a squamous-celled carcinoma, but if its origin is in 
the middle of the urethra it is a columnar-celled carcinoma. The inguinal 
and hypogastric glands are involved relatively late. The disease spreads 
over the vulva or into the bladder; it grows rapidly and usually causes 
death in a year from haemorrhage or incontinence and secondary infection. 
Operative treatment has no great mortality, but is limited because it neces- 
sarily produces incontinence. Many authors publish favourable results 
from radiation treatment. 

The following technique is recommended, Adininistration of a moderate 
dose cf radium for 18 to 20 days; there must be strong filtration and a 
permanent catheter must be fixed in position. Radium tubes or needles 
may be applied directly to the growth or it may be treated through the 
vagina. In the former case 5 to 10 m.c. tubes or 1 to 15 m.c. needles may 
be used; in the latter case reo to 200 merm, of radium element are neces- 
sary. Infected glands should be surgically removed. 


P. J. Kerley. 
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REPORTS OF SOCIETIES. 


THE ROYAI, SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND (GYN-ECOLOGY. 


A Meeting of the Section was held on May 17th, 1g29, Dr. J. S. Farrparrn 
in the Chair. 
Dr. HERBERT SPENCER read a short communication on 


A STRAIGHT ROp PELVIMETER. 


and demonstrated the use of this instrument. 
Dr. GILBERT IT. STRACHAN (Cardiff) read a short paper on 


SoME CONTRA-INDICATIONS TO RADIO-THERAPY IN CARCINOMA OF THE 
UTERUs. 

The author, having drawn attention to the increasing use of radium in 
the treatment of carcinoma of the cervix both in operable and inoperable 
cases, stated that the general idea seemed that any advanced case might 
be treated thus, and it was desirable to indicate certain conditions where 
this treatment was unsuitable, or even dangerous, unless these conditions 
were previously relieved; otherwise a wrong impression of the value of 
the therapy might be created. The conditions mentioned were: (1) an 
extreme degree of general emaciation and cachexia; (2) extreme ancemia; 
(3) extension and metastases of the growth; (4) hydronephrosis or pyo- 
nephrosis ; (5) extension of growth to bladder or rectum; (6) inflammatory 
pelvic lesions ; (7) pyometra; (8) evidence of impaired metabolism. 

The paper was discussed by the President and Dr. Donaldson. 

Mr. VictoR BONNEY read a paper on 

THE RESULTS OF WERTHEIM’S OPERATION, AND A COMPARISON BETWEEN 

THEM AND THOSE OBTAINABLE AT PRESENT BY RADIUM. 


It was discussed by the President, Dr. Wrigley, Dr. Spencer, and Dr. 
Donaldson; and Mr. Bonney replied. 


SECTION OF EPIDEMIOLOGY AND STATE MEDICINE. 

At a Meeting of the Section of Epidemiology and State Medicine, held 

on May 24th, 1929, Dr. ALEXANDER Jor, read a paper on 
PUERPERAL FEVER AND PYRENIAS. 

He made a classification of 219 cases notified as puerperal fever or puerperal 
pyrexia. Of these 71 were local uterine infections, 47 pelvic or general pert- 
tonitis, 11 pelvic cellulitis, 20 septicaemia or pywmia, t2 pyelitis, and 35 
febrile conditions not due to infection of the genital tract. Fatal cases were 
all due to general peritonitis or blood infections and the general death-rate 
for infections of the genital tract is 21.4 per cent. Of 32 maternal deaths, 
seven followed abortion, ur occurred in primapare, the preponderance of 
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whom showed more or less severe trauma, and 13 in multiparae in whom 
trauma was absent in the great majority. Similar antecendent circum- 
stances were found in recovered cases of puerperal infection; from these 
figures an attempt is made to assess the importance of trauma in the 
production of sepsis. Two cases of puerperal scarlet fever are described 
and the transmission of infection in puerperal sepsis discussed. A study 
has been made of the sensitiveness to the haemolytic streptococcal toxin in 
103 cases of puerperal sepsis and the results do not bear the suggestion 
that infection by the streptococcus in the puerperium is a function of 
toxin sensitiveness. 


THE NORTH OF ENGLAND 
OBSTETRICAL AND GYNASCOLOGICATL, SOCIETY. 


A Meeting of the Society was held at Leeds on May 24th, 1929. The 
Senior Vice-President, Dr. Croft (Iveeds), was in the Chair. 


C. E. Morris, M.R.C.S., L.R.C.P., of Hollywell was elected a Member 
of the Society. 
Mr. W. GouGu (Leeds) showed a specimen of 


HYPERNEPHROMA OF THE OVARY. 


The patient was a married woman aged 25 years. She had been norinal 
as a child. When seen she had a shock head of hair, a deep bass voice, 
a “blue”? chin (necessitating a daily shave) and staring eyes. The menses 
had appeared at the age of 13 and were regular up to the age of 20 wien 
they ceased and the changes in secondary sex characteristics noted above 
appeared. Sex feelings were normal. A mass was found in the right 
iliac fossa, which, on vaginal examination was found to be separate from 
the uterus. There was some free fluid. On 25.7.28 abdominal section was 
carried out. Two to three pints of straw coloured fluid were evacuated. 
A tumour of the left ovary was found which had no adhesions. It was a 
bluish colour with pinkish orange excrescences on its surface. It was 
removed. The other ovary and the uterus were norinal and no swellings 
could be detected in either kidney region. That evening the patient was 
collapsed and the pedicle had to be re-sutured. Thereafter convalescence 
was normal and the patient discharged on 6.8.28. 

Prof. Stewart reported on the tumour as a typical hypernephroma and 
as no other swelling was found it was possibly primary. 

Twenty-eight days after the operation the menses appeared. They 
next occurred a fortnight later and thereafter were regular. She was 
seen recently, her voice was still deep, her hair normal in texture and she 
feels well. She still has to shave but as the last menstrual period occurred 
on 6.4.29 she may be pregnant. 

Mr. Gough thought the symptoms might have been due to a disturbance 
of endocrine balance caused by secretion from the tumour. 

Dr. STEWART (Leeds) said the tumour was a simple benign hyperneph- 
roma, On section its colour was an intense orange yellew. She had only 
been able to trace one cise of a tumour of this type in the ovary causing 
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male characteristics. There are two theories of origin :—1. That there is 
an alteration of the cells in the organ of origin. 2. .That it is an adeno- 
matous condition of adrenal rests. In this case the structure of the tumour 
is exactly similar to that of an adenoma of the adrenal gland. This 
tumour corresponded in its effects with those seen when an adenoma of 
the adrenal occurs. The commonest site for these tumours is the middle 
third of the kidney but adrenal rests are equally common in the upper 
and lower thirds of that organ and are found in the ovary and broad 
ligament. 


Dr. Lerrn Murray (Liverpool) asked if male characteristics occur with 
unilateral renal hypernephromas and said that he thought Glynn 
asserted that they only occurred with bilateral tumours. Dr. Leith Murray 
said he had seen a case in a girl aged 25 of a sudden change in sex character- 
istics in whom no abnormalities in pelvis or kidney areas could be found. 
He asked if the cells in this case could be paralutein cells. 


Dr. STEWART said she did not consider the cells showed the character- 
istics of paralutein cells. It was not necessary for the tumour to be 
bilateral to cause changes in sex characteristics. In the case under con- 
sideration the tumour was unilateral and since its removal the woman 
was returning to normal. 


Miss RutH NICHOLSON (Liverpool), recorded two cases of pyometra. 
The first case was in a single woman aged 49 whose chief complaint was 
a constant vulval irritation for the last four years and more recently a 
yellow vaginal discharge. The patient had suffered from cystitis as a 
child. The periods commenced at 14 and had always been very irregular and 
scanty. She had not menstruated for the last five years. On _ bi- 
manual examination the uterus felt normal but there was thickening and 
fixation of the appendages. A diagnosis of tuberculous salpingitis was 
made. Tubercle bacilli were not found in the urine or in the vaginal 
discharge. At operation considerable matting of the intestines was found. 
The uterus was nodular and adherent to the bladder. The Fallopian tubes 
were nodular, closed and adherent to the ovaries. Panhysterectomy was 
performed. When the uterus was opened the cavity was found to be 
filled with thick yellow pus from which no organisms were obtained on 
culture. Microscopical sections show typical giant cell systems. The 
patient made a good recovery and is cured of her vaginal symptoms but 
has suffered from menopausal symptoms since her operation. 

The second case was that of a woman aged 70 who had had a high ampu- 
tation of the cervix eight years previously. She complained of a yellow 
vaginal discharge for the past six months with partial rectal obstructions 
and some vaginal haemorrhage for the past two weeks. On examination, 
a mobile solid mass about the size of an orange was felt continuous with 
the remains of the cervix. There was no discharge to be seen but haemorr- 
hage occurred after examination. A diagnosis of carcinoma of the body 
with possible pyometra was made and abdominal hysterectomy performed. 
After cutting the uterine vessels and cellular tissue the uterus broke away 
at the point where the cervix had been amputated and foul smelling pus 
escaped. The patient made an uninterrupted recovery. The specimen 
showed the uterine cavity distended with pus and lined with a granu- 
lation membrane. There was no growth in the cavity. The microscopical 
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report was ‘A marked inflammatory small round celled infiltration with 
no evidence of malignancy.” 

Dr. Crort (Leeds) remarked that pyometra due to cicatrical contraction 
of the cervix must be rare and that he had not seen a case. 


Mr. W. GouGu (Leeds) remarked that he had seen several cases of 
chronic iil health associated with tuberculous disease in the pelvis. 

Dr. BuRRIDGE (Leeds) recorded a case of puerperal infection with 
B. Welchii. The patient was a primapara aged 39 admitted to hospital 
with a diagnosis of prolonged labour and vomiting. Labour had com- 
menced on 21.3.29. She was admitted on 25.3.29 her general condition 
was good, temperature 98.4, pulse 88, vomiting had ceased and no pains 
were present. The uterus was non-tender and the child lay in the R.O.A. 
position with the head well in the pelvis and fixed. No foetal heart sounds 
could be heard. The cervix was dilated to the size of a five shilling piece 
and not fully taken up and there was a foul brownish discharge. The next 
day the general condition was unchanged, the patient had slept fairly well 
and the cervix was taken up and half dilated. By the morning of the 27th 
it was obvious that there was a marked change. The patient was restless, 
looked profoundly toxic and had headache and nausea. The pulse was ten- 
ding to rise. By noon the pulse was 120 and the patient showed signs of 
exhaustion and collapse. The abdomen was distended and the uterus tender. 
An attempt was made to empty the uterus under ether anesthesia. The 
cervix was half dilated and could not be dilated further manually. As 
a result of manipulation a quantity of highly offensive gas was liberated 
with some foul brownish frothy fluid. Immediate evacuation of the uterus 
was considered inadvisable and Milne Murray axis traction forceps were 
applicd and a weight of seven pounds was fixed to the traction rods over 
a pulley and the patient left. Pituitrin m iv. was given at half hourly 
intervals for five doses. This interference had the desired result and by 
five p.m. the child’s head was delivered. There was considerable difficulty 
with the delivery of the trunk owing to the enormous gaseous distension 
of the foetal abdomen. The child was a macerated female weighing nine 
pounds. Following delivery there was a free escape of brownish frothy 
fluid and much gas, but no haemorrhage. Swabs were taken from the 
uterine coutents, umbilical cord and faetal abdomen. From each there was 
a good growth of an ancerobic gas-forming organism which corresponded 
to B. Welchii. 

The patient stood delivery well but in the evening her condition caused 
anxicty. Strychnine, digitalin and oxygen were administered and next 
morning she was a little better. The placenta was still in the uterus but 
as it caused no symptoms it was left alone. On 28.3.29, Io c.c’s Weinberg 
anti-gas-gangrene serum and 4oc.c’s antistreptococcal serum were given. 
This caused marked collapse and restoratives were again necessary. 
Further doses of anti-gas-gangrene serum were given on 2nd, 3rd, 4th, 5th, 
oth, Sth and iith days of puerperium, Attempts were made to remove the 
placenta on the qth and 5th days of the puerperium but these were useless 
and only caused the patient considerable distress. 

The patient remained in extremis for four days after delivery 
and a change was then noticed, once this was manifest the progress 
towards recovery was remarkable. The worse feature was the lochia which 
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was highly offensive and purulent. Vaginal douches of one in 320 Lysol 
were given twice daily. The douchings were examined for placental 
remains but none were found. The uterus continued to contract and 
by the 17th day of the puerperium was down to the pubis and the lochia 
were very scanty and not offensive. The patient's progress was excellent 
despite a vesico-vaginal fistula which made its appearance on the 6th day. 
She was sitting up on the 21st day and on the 35th day was able to walk 
a few steps. 

The main points of the case are:—1. The absence of haemorrhage. 
2. The fact that the placenta was never recovered would suggest that it 
was liquified. 3. The retained placenta may have prevented the spread 
of the infection. 4. The value of anti-gas-gangrene sera 

Dr. Crort (Leeds) remarked on another case which had been reported, 
where a weight and traction rods were used to secure delivery. 

Prof. CARLTON OLDFIELD (Leeds) mentioned a case of full time ectopic 
pregnancy in which the child was extracted but the placenta never came 
away. Later this patient had an operation for ventral hernia and no trace 
of the placenta could be found. 


Dr. Stacky (Sheffieid) commented on the method of delivery as being 


useful in cases where there were no pains and a dead child in the presence 
of infection of the mother. 

Dr. Kine (Sheffield) had had three cases of B. Welchii infection, none 
of whom had recovered. He thought the conduct of labour in this case had 
been admirably conservative. He thought the idea of forceps plus a weight 
a very valuable one but pointed out that it had dangers as witness the vesi- 
co-vaginal fistula in this case. His idea of the reason for labour ceasing was 
that there was an cedema of the uterine muscle which caused paralysis. 
He had had a case in which he left the placenta in situ and on the roth dav 
a piece about the size of a five shilling piece was passed and that was all. 
He considered that in the presence of a gas-forming organism tissue 
destruction must be much more rapid. 

Dr. LeITH MURRAY (Liverpool) had seen two cases of gas-gangrene 
infection both of which were fatal. The distressing feature he noticed was 
that the patients were acutely conscious although their bodies were really 
dead. 


Dr. BaiLky (Leeds) had a great interest in retained placenta. He always 
lett the placenta alone in the absence of symptoms. Altogether he had 
about 30 cases and quoted some in which the placenta came away at vary- 
ing intervals from 30 hours to six days and one case where the woman 
would not allow him to examine her or see the lochia. In this case to 
the best of his knowledge the placeuta never came away. She was seen 
in his surgery two months after her conefinement quite well. 

Prof, CARLTON OLDEIELD (Leeds) reported 

Two Casks oF ENTERO-VESICAL FISTULA. 

The first patient was seen in 1g1y when she was between fo and 50 
vears of age and had had several children. She had an inflammatory mass 
in the pelvis which was diagnosed as diverticulitis. A pelvic abscess was 
drained by posterior colpotomy. Tn tozs she had an attack stmtlar to that 
of 1914, diverticulitis was again the diagnosis and as thete was no 
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improvement with rest in bed for two to three weeks she was taken in- 
to a nursing home. Here with rest the attack passed off but was repeated a 
few months later. A third attack occurred in November and the patient now 
commenced to pass feeces and flatus from the bladder. This made the 
speaker still more sure that the condition was diverticulitis. The patient 
had now so much trouble that something had to be done. No information 
was obtained from cystoscopy. Abdominal section was performed and many 
adhesions found. Eventually the bladder, uterus and sigmoid were 
separated and a stony hard swelling was found adherent to the uterus and 
the sigmoid. This was separated in the end leaving a hole in the sigmoid 
and a track lined by granulation tissue was found running into the bladder. 
This was scraped and the hole in the sigmoid closed and oversewn. The 
abdomen was closed with drainage. The patient later developed obstruction 
which was relieved by caecostomy and thereafter she made a good 
recovery. The report on the specimen was “the lesion is typical 
caseating active tuberculosis; some parts of ovary, some glands and plain 
muscle are present.’? Prof. Carlton Oldfield considered that the lesion 
must have been a tuberculous salpingitis. 


The second case was one in which a vesico-vaginal fistula followed a 
Wertheim’s operation. The fistula was repaired and a few days later 
urine was passed per rectum. No further treatment was undertaken 
for this patient and she remained quite well. Her only disability was the 
necessity for frequent bowel actions to pass the urine. 


Dr. Stacey (Sheffield) suggested that there might have been less diffi- 
culty if a colostomy had been done in the first case and the full operation 
undertaken 14 days later. He had had two cases of pyosalpinx and diverti- 
culitis, he first drained the abscess and later opened the abdomen and 
finding diverticulitis did a cacostomy and 14 days later dealt with 
the pyosalpinx without much difficulty. 

Prof. CARLTON OLDFIELD said that in his case the adhesions were so 


old and so dense that a preliminary colostomy would not have been of 
any assistance. 

Dr. A. M. Crave (Leeds) read a paper on 

THE PUERPERAL Morbipity RATE IN CASES DELIVERED NORMALLY; A 
COMPARISON BETWEEN CASES EXAMINED VAGINALLY, AND CASES NOT EXAMINED 

VAGINALLY. 

A series of 1546 normal cases at the Ieeds Maternity Hospital were 
investigated. The following were excluded from the normal category :— 
1. All cases requiring intra-uterine manipulation or instrumental assistance 
duting labour. 2. All case in which there was any obvious predisposing 
of puerperal sepsis, e.g. ante and post-partum hemorrhage. 3. All 
cases of puerperal pyrexia due to definite extra genital causes. Cases 
with perineal tears are classed separately to avoid confusing the issue. 
Cases admitted to the hospital in labour from outside sources are excluded 
owing to lack of definite information as to vaginal examinations before 
admission. The morbidity rate in this class was abnormally high. 

The remaining normal cases have been classified according as they 
were examined vaginally or not and the puerperium described as + 


1, Morbid—Ministry of Health standard of puerperal pyrexia, 
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2. Sub-morbid—Where the temperature reached 99° or more at least 
twice during the 21 days following delivery. 
3. Normal—All apyrexial cases, cases where the temperature never 
reached 99° and cases where the temperature reached or exceeded 
g9° on one occasion only. 
The temperature was taken in the axilla in all cases. 

The vaginal examinations were done in almost all cases by pupil mid 
wives under the supervision of the Labour Ward Sister in order to comply 
with the existing rule of the C. M. B., which requires pupils to perform 
a certain number of vaginal examinations. 

The patient’s vulva is shaved on admission, the examiner wears boiled 
gloves and antiseptic precautions are observed during the examination. 


CASES WITHOUT PERINEAL TEARS. 


Cases examined vaginally 309. Cases not examined vaginally 778. 
(a) number morbid 7 or 2.3%. (a) Number morbid 10 OF ¥:3%- 
(b) number sub-morbid 21 or 6.89. | (b) number sub-morbid 41 or 5.3%. 

Total (a) and (b) 28 or 9.1%. Total (a) and (b) 51 or 6.6%. 


This shows that the total morbidity rate is one and a half times as 
great for the cases examined vaginally. 


CASES WITH PERINEAL TEARS 459. 


(a) number morbid 12 or 2.6%. (b) number sub-normal 50 or 10.9%. 
Total (a) and (b) 62 or 13.5 % 


Probably in cases examined vaginally the increased morbidity rate is 
due to the finger moving infected matter from a comparatively safe 
position in the vagina to a dangerous position within the cervix rather 
than to the introduction of new organisms. 


Dr. CLaYE considered that rectal examination could replace vaginal 
examination except in the following classes of cases :— 


1. Cases of ante-partum hemorrhage. 

2. Cases in which it is important to know the exact size of the os and 
this cannot be guaged by the rectum—these are mainly breech presentations. 

3. Cases in which the doctor has been called in during labour to a patient 
whom he has not seen before where he cannot decide on the proper treat- 
ment without vaginal examination—cases of incompatibility between the 
head and the pelvis. 

4. Cases in which the doctor is about to resort to operative treatment. 


The speaker maintained that the amount of dilatation of the os could 
nearly always be determined from rectal examination and that this method 
could also determine the presence of the bag of membranes, prolapse of 
the cord and face presentation. 


He pointed out that as far as midwives were concerned, their duties 
under the four indications given above (of which numbers three and four 
do not apply) were clear. In antepartum hemorrhage they had to summon 
medical aid. In breech presentations, unless uncomplicated, they had to 
summon medical aid and no one could be certain that a breech would be 
uncomplicated until delivery was in progress. He therefore held the 
opinion that it was not necessary for midwives to make vaginal examina- 
tions and that they should be forbidden to do so, 
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Prof. Cariron (leeds) said that he considered most severe 
infection is conveyed from outside. He had rarely seen a case of severe 
infection where no vaginal examination had been made and could not 
recollect a case of infection where rectal examination only was used. He 
considered that the main danger lay in doctors and senior nurses who 
did general work and made vaginal examinations. 

Mr. W. GouGu (Leeds) said that in Leeds Maternity Hospital they had 
given up lysol for biniodide and only allowed rectal examinations. In 
Berne it had been found that this halved the morbidity rate in the Berne 
Maternity Hospital and this institution refused to admit patients who had 
been examined vaginally outside. 

Dr. KinG (Sheffield) said that he had analysed 457 of his own cases. 
55 had been cxamined vaginally and of these one was morbid (1.9 per cent) 
but this patient had had a manual removal of the placenta. Four hundred 
and two had been examined rectally only. Of these two were morbid (0.5 
per cent). He considered his group of vaginal examinations too small to 
be of much value but using Dr. Claye’s classification the one morbid case 
in this group would be excluded on account of the interference necessary 
and therefore there would be a higher morbidity rate with rectal examina- 
tions. He pointed out therefore that figures alone could be made to show 
anything, 


EDINBURGH OBSTETRICAL SOCIETY. 


\t a Meeting of the Edinburgh Obstetrical Seciety held on May 8, 1929, 
with the President, Dr. Haig Ferguson, in the Chair, Dr. CHALMERS 
and Dr. CROWE read a communication en 

STILL-BiRtTH AND N&O-NATAL DEATIL. 

The paper was based on a study of 300 cases from the Royal Maternity 
and Simpson Memorial Hospitals, Mdinburgh. Of the total number, 245 
fetuses were born at, or near, full-time, while 52 were definitely premature. 

In order to keep in prominence the clinical aspect of the investigations, 
the cases were discussed according to the manner cf delivery, the Still- 
Births and Neo-Natal deaths being dealt with separately in each group. 
Detailed microscopical reports were not included in the paper, though 
histological examination of a great many foetuses had been carried out. 
The 248 cases of faetuses bern at, or near, full-time were discussed under 
the headings spontaneous delivery, forceps, breech, Caesarean section and 
cramotomy. 

Special reference was made to the occurrence of imtracranial hemorrhage, 
md its frequeney in cases of normal spontaneous delivery was empha- 
ised. 

There were 47 still-births in the group cf spontaneous delivery (all 
vertex cases). Of this number 11 deaths were due to intracranial haemorr- 
hage, and 15 deaths were due to asphxia. In eight of these 15 some 
intracramal hemorrhage was also found. 

\oute anemia was thought to be the cause of death in four instances. 
Ino cach of these four, labour was complteatcd by ante-partum heemorrhage 
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and no cause for death was found other than the pale and anemic state 
of all the fcetal organs. 

Clinical histories were quoted of cases of easy labour in which death 
was due to intracranial hemorrhage. It was pointed out that in parous 
women the fretal head may be driven right through the pelvis from brim 
to outlet in a short space of time after rupture of the membranes, and that 
such rapid descent may predispose to the occurrence of haemorrhage. 
Such a rapid passage of the head was not dissimilar to that occurring 
during a breech delivery, which was known to predispose to cranial injury. 

The number of neo-natal deaths in iniants born at, or near, full-time 
was 16: and of this number seven were due to intracranial haemorrhage 

The association of intracranial hemorrhage with asphyxia was noted. 
In many cases it was difficult to say which factor predominated : but stress 
was laid on the fact that the two conditions were frequently found in 
combination. The recoenitt 
it pointed clearly to the necess 
creat gentleness, whether they 


That infants born pallid should 
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this fact was important clinically, for 
af vNiated infants with 
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1 condition of shock 
was well recognised, but the speakers not think that equal care had 
hitherto been deemed necessary for those born in the state of blue asphywia. 
Such infants, too, may be suffering from intracramial hemorrhage, and 
accordingly methods of artificial respiration such as Schultze’s and Byrd's, 
should not be practised. 

Attention was also drawn to the occasional finding of intracranial 
hemorrhage with pulmonary di 


turbance in the infant surviving only a 


few days. It was thought that the htemorrhage, by depressing the respira- 
tory function, might predispose to partial atelectasis and also to patches 


of pneumonia. 
Cases of interest in the forceps, breech and Cesarean 


e section groups 
were described, and a brief discussion of the premature cases was under- 
taken. 


Mr. STEWART MIDDLETON read a paper on 

URETERIC DILATATION OF PREGNANCY: [TS COMPLICATIONS AND SEQUEL-®. 

Mr. Middleton discussed the question 
ureters which is commonly associated with 4 


had only been noted up to the 


but latterly, by pvelo-ureterography : 


ct 
me 


this was a condition that cccurred in about $5 per cen 
The right ureter is usually affected alone, but both ureters may be affected 
—the left ureter becoming dilated at a much later date in pi 
The etiology of dilatation of the ureter was discussed and Mr 
Was strongly in tavour of the theory that the 
same forces that had been acting on the uterine musculature throughent 
pregnaney, namely, muscular hyperplasia combined with : 
tractibility. The greater dilatation on the right side may be account 


for by torsion of the uterus. During the puerperium the muse 
plasia would retrogtess, and mobility would be re-established tnmediat 


alter delivery. 


It was clear that this thickened ureter, already the seat comtective 
tissue hyperplasia and exposed to a considerable degree of trauma duri "4 
labour, would be liable tn certain cases to become the seat suit 
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fibrosis to cause ureteric stricture thus perpetuating what is otherwise 
a temporary hydro-ureter. 

Mr. Middleton then discussed the question of acute pyelonephritis 
of pregnancy, which in his opinion was due to chronic colonic stasis 
which allows the absorption of B. coli from the colon and_ finishes 
with the infection of a vulnerable dilated ureter during the process of 
excretion of these organisms from the blood via the renal tract. In 
regard to treatment, it was suggested that raising the foot of the bed may 
have a beneficial influence by decreasing any tendency to pressure on the 
lower pole of the uterus. The majority of cases of pyelitis respond to 
simple treatment, but in more serious cases the dilated ureter must be 
drained, and it was uow seldom necessary to induce abortion or premature 
labour in cases of pyelitis. At the same time, measures should be taken 
to treat the stasis in the proximal cclon wherein lies the origin of the 
infection. 

Idiopathic hematuria of pregnancy was next discussed, and was thought 
to be due to compression of the veins in the renal pelvis with a corres- 
ponding rise in the arterial tension. This would give rise from time to 
time to rupture of a small vessel. Mr. Middleton gave details of four cases 
of heematuria during pregnancy and showed that catheterisation of the 
ureter and aspiration of the renal and ureteric residual urine would, as 
a rule, cut the hematuria short. 

With regard to ureteric stricture Mr. Middleton emphasized the 
close association of stricture with multiparity. Before coming to 
this conclusion Mr. Middleton collected all the pyelograms made in the 
Electric Diagnostic Theatre of the Royal Infirmary which showed a 
dilatation of the ureter which was due to stricture. On going into 
the case of each of these pyelograms, it was found that all occurred 
in multipare, the dilatation in every case but two being confined to the 
tight side. This corresponds accurately to the incidence as regards side 
of the simple dilatation of pregnancy. None of the cases had suffered 
from acute pyelitis during pregnancy, but the symptoms could be traced 
to have occurred shortly after a confinement. 

Mr. Middelton thought that the symptoms of stricture of the ureter 
were divided into two syndromes: (1) Idopathic hematuria of pregnancy 
and (2) pain in the renal region usually on the right side, occurring in a 
multiparous woman varying from a mild backache to pain to severe as to 
suggest renal colic. The pain often begins during pregnancy as backache 
and becomes intensified during successive pregnancies. In more than half 
the cases no abnormality will be found in the urine and the decision to 
proceed to a routine urological examination must be based on consideration 
of the symptoms and not on examination of the urine. 


EDINBURGH OBSTETRICAL, SOCIETY. 
At a Joint Meeting of the Edinburgh Obstetrical Society and the Patho- 
logical Club held on April 17th, 1g29, Drs. DouGLas MILLER and J. R. 
WHITTAKER, JNK. read a communication on 
A Stupy oF THE BACTERICIDAL AND BACTERIO-STATIC PROPERTY OF THE 
BLOoOb DURING PREGNANCY AND THE PUKRPERIUM AND ITS RELATIONSHIP 
TO THE DEVELOPMENT AND COURSE OF PUERPERAL INFECTION, 
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The authors referred in the first instance te the anomalous nature of the 
incidence of puerperal infection which not infrequently developed in cases 
in which delivery had been spontaneous and uncomplicated, while failing 
to occur in cases in which trauma and manipulation had made its appear- 
ance probable. Bacteriological and clinical evidence appeared to warrant 
the inference that puerperal sepsis could rarely be explained on the basis 
of an endogenous infection : on the other hand it seemed possible that the 
occurrence of sepsis in cases in which there has been a minimum of inter- 
ference might be related to an abnormally low degree of resistance on the 
part of individuals. 

To test the validity of this hypothesis it was decided to examine the 
bactericidal and bacterio-static property of the blood in a large series of 
pregnant and parturient women, the method employed being that described 
by Wright, Colebrook and Storer. Coincidently, the test of skin sensi- 
tiveness to streptococcal toxin was employed in a number of cases but was 
discontinued, partly because the results obtained were inconsistent and 
partly because, although it might indicate the possession or otherwise of 
antitoxic substances to streptococcal toxin, it was not in the same sense 
a measure of resistance on the part of the individual to the tmportant 
locally invasive as distinct from the toxin-producing property of the 
organism, a property which from the anatomical considerations was of 
special importance in puerperal infection. 

In the majority of their observations the authors had emploved a 24 
hours broth culture of staphylococcus aureus, dilution 1 Sc0o: im practice 
it had been found convenient to examine specimens of blood in groups of 
six, all of which had been withdrawn simultaneously and tested with one 
inoculum of uniform density. 

In all the bactericidal and bacterio-static property of the blood of 3ye 
individuals was examined. The first series of experiments was undertaken 
to determine whether such individual vartation as might exist could be 
related to the incidence of pyrexia in the puerperium: this series com- 
ptised 229 healthy individuals all of whom had experienced spontaneous 
uncomplicated labours, blood being withdrawn at or about the time of 
delivery. There were in this group 17 women who subsequently ex- 
perienced febrile puerperia due to pelvic infection: in 14 of these the 
degree of antibacterial activity of the blood was lower than the average 
of the other members of the respective groups, while in three cases it was 
higher. A complementary investigation was concerned with cases in which 
labour had been seriously complicated and in which, from the amount of 
interference and extent of trauma, it appeared probable that serious sepsis 
would develop. 12 such cases were investigated, each potentially septic 
case being grouped along with women who had experienced normal labours, 
the latter constituting a control. In eight of the twelve groups the anti- 
bacterial power of the blood was above the average: all these patients 
recovered and in two cases the puerperium was atebrile. 
difference was noted, this patient recovered. In three cases the antibacterial 
power of the potentially septic patient was lower than the avetage : 
these patients died, 


In one case no 
two of 
The next series of experiments was undertaken to determine if possible 


the factors on which variability in antibacterial property might depend 
and comprised in the first place a comparison of the antibacterial property 
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of the blood of pregnant as compared with non-pregnant individuals and 
of the blocd at various stages of pregnancy and the puerperium. The 
results obtained showed that there was a gradual increase in antibacterial 
activity as pregnancy advanced which reached its maximum at or about 
the full time of pregnancy. The effect of labour itself, if spontaneous and 
uncomplicated, was slight but after delivery there was a rapid decline in 
antibacterial power, the curve falling sharply so that about the tenth day 
of the puerperium the non-pregnant level was reached: thereafter there 
was a further temporary increase which had disappeared by the 12th week 
after parturition. 

A further series of observations was made to determine the effect on the 
antibacterial power of the blood of certain clinical conditions. There 
appeared to be no difference in this respect between the parous and the 
nulliparous non-pregnant individual nor between the primigravid and the 
multigravid woman. Albuminuria of pregnancy appeared definitely to 
depress the resisting power to infection as measured in this way. An 
attempt was made to determine the influence of prolonged labour, of 
instrumental delivery and of severe blood loss on antibacterial activity, 
although the findings were given with reserve because of the existence of 
associated factors, such as anesthesia and fatigue, the effect of which 
it was difficult to appraise, the impression had been gained that with 
these conditions a lowering of antibacterial power occurred. 

The authors presented in conclusion the results of an enquiry into the 
extent to which changes in antibacterial activity might be related to 
variations in the leucocyte count, and in particular to the leucocytosis 
which normally occurred during pregnancy. Although there was a broad 
parallel between the degree of antibacterial activity and the leucocyte 
count the relationship of the one to the other was in certain respects 
inconsistent. Whereas with a low leucocyte count the authors had usually 
found a similarly low degree of antibacterial activity, a white count above 
the average was not so uniformly accompanied by a corresponding in- 
crease in antibacterial power. This applied more particularly to cases 
of infection but had frequently been noted in the absence of any apparent 
disturbance of health. It was illustrated particularly in the rapidly 
increasing leucocytosis which occurred during labour without any corres- 
ponding accentuation in antibacterial activity. Furthermore, in groups of 
cases in which both had been examined simultaneously it had occasionally 
been found that no relationship obtained between the one and the other. 

It appeared probable therefore that the accentuation of antibacterial 
activity which occurrred during pregnancy could only partially be ex- 
plained by the simultaneous increase in the leucocyte count and was attri- 
butable to factors other than, or in addition to, a mere numerical increase 
in white cells. What precisely these factors were and by what means they 
could be stimulated so as to inerease resistance to infection was left for 
further research to determine. 


is 
4 i 


